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The Population Council

The Population Council seeksto help improvethe well-being and reproductivehealthof current
and future generations around the world and to help achieve a humane, equitable, and
sustainabl e balance between people and resources. The Council analyzes population issuesand
trends; conducts biomedical research to develop new contraceptives, works with public and
privateagenciestoimprovethe quality and outreach of family planning and reproductivehealth
services; help governments to influence demographic behavior; communicate the results of
research inthe population field to appropriateaudiences; and helpsbuild research capacitiesin
developing countries. The Council, a nonprofit, nongovernmental research organization
established in 1952, hasa multinational Board of Trustees; itsNew York headquarters supports
a global network of regional and country offices.

Africa OR/TA Project I

The overall objectives of the Africa OR/TA Project Il areto broaden understanding of how to
improve family planning servicesin Sub-Saharan Africa, and to apply operations research and
technical assistance to improve services by:

C increasing access to a full range of family planning services and methods;

C developing service delivery strategiesthat are client-oriented and acceptableto various
population groups;

C improving the operations of programs to make them more efficient and financially
sustainable;

C improving the quality of services,

C strengthening the capabilities of family planning program managers to use operations

research to diagnose and solve service delivery problems.

This study was supported by The Population Council's Africa Operations Research and Technical
Assistance Project 1. The Africa OR/TA Project 11 isfunded by the U.S. Agency for International
Development (A.I1.D), Office of Population, Contract No. CCC-3030-C-00-3008-00, Strategies
for Improving Family Planning Service Delivery.
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EXECUTIVE SUMMARY

Kenya has a long  history of using community-
based distribution (CBD) as an integral part of its
family planning programme. The purpose of this study
was to assess the role of CBD programmes in terms of
providing information and services, to learn more about
the determinants of programme effectiveness, and to
attempt to compare the programmes’ cost-effectiveness.
The fieldwork was wundertaken in mid-1995 when data
were <collected from seven of the major CBD
programmes in Kenya. Four rural and three wurban
programmes were included, as were programmes that
remunerated their agents and those that did not, and
programmes that had full-time agents and those that had
part-time agents. Data on the programmes themselves
were collected from records and from interviews with
managers and staff, as well as from a sample of CBD
agents. Data were also collected from representative
samples of the population living in the agents’
catchment areas. The key findings and programmatic
recommendations are given below.

1) Therole of CBD agents in providing family planning information and
services

C One-half of the women and men interviewed in the
catchment areas said that they knew of an agent; these
proportions were higher for the rural programmes.

C Almost 30 percent of dl women and men reported having seen the CBD agent talking at a
public meeting, and CBD agents have met directly with approximately one-quarter of the
women and one fifth of the men in their catchment areas.

C Almost one-half of the women meeting with an agent reported receiving or being referred for
the pill, and one-quarter of the men reported being given condoms.

C CBD agents do not play amgjor role as afirst source of family planning information but they
do play arole as the main or additional sources of information.

C Among women who get their method from a CBD agent, more than hdf cite the agent as their
main source of information. Among men who know of a CBD agent, the agent is by far the
main source of information.



C Whendl femae users of supply methods are considered, the proportionobtainingtheir method
from a CBD agent is 40 percent, and amongst pill users 44 percent. For those women who
know of a CBD agent in their community, the proportion of pill users who get their method
from a CBD agent is substantially higher, at 57 percent.

C The CBD agent is the main source of supply of condoms for men who know of aCBD agent
in their community.

C Women who use a supply method and have access to both a CBD agent and a clinic are
somewhat more likdly to get their method from a CBD agent than a clinic. Women's choice
of sourceisnot associated with their age, marital status, parity or reigion. Unmarried, younger
women are equally likely to be served by a CBD agent asaclinic.

C The vast mgority of respondentsfdt that CBD agents should discuss family planning with youth
and with those who are not married. The youth remain an under-served group for CBD
programmes, in terms of both information on sexuality and contraception and provision of
services. The agents' attitudes towards providing contraceptives is clearly gender-biased,
however. The vast mgjority of respondents favored the idea of CBD agents providing
STD/HIV information and counseling.

Recommendations for increasing the role of CBD agents in the community:

1) Greater publicity about the presence of a CBD agent and their work in a community
would increase the number of people who use them for information and services.

2) Agents located in areas with low contraceptive prevalence rates should be given extra
attention and support by the programme as it has proven harder for them to provide
services in such environments.

3) CBD agents should be trained more thoroughly in other reproductivehealthissues and
encouraged to act as sources of information for other community members, especially
the youth.

4) National and programme policy guidelines should spell out clearly the need to meet the
reproductivehealth needs of youth and especially of individuals and coupleslooking to
delay their first birth.

5) CBD programmes should train their agentsin the implications of adolescents sexual
behavior and in the gender factors surrounding contraceptive use and sexual health.

6) CBD programmes need more males as agents, and also encouragetheir agents to meet
with males directly, either individually or through their wives. They should also be
prepared to talk more about vasectomy to couples looking to limit their family size.



2)

3)

Programme perfor mance

Agents in the urban-based programmes are meeting more clients than agents in the rural
programmes.

CBD agents appear to be serving more revisits than new clients.

Agents|ocatedinareaswithhigher contraceptive preval encerates performed better than agents
from the same programme in sites with alower CPR.

An agent’ s age, educational level, marital status and religion make very little difference to their
productivity.

The rural programmesprovidemost of their CY P through the pill, but inthe urban programmes,
the distribution between methods is either more equal or heavily in favor of the condom.

The agent-supplied methods generate higher levels of CY P than referrals.

Although the largest number of referrals by CBD agents are for clients wanting to use the
injectable, those clients referred for female sterilization generate the highest levels of CYP.

The greatest numbers of clients met, referrals, and CY P were generated by agentsin the
urban-based NCCFP and the rural-based FPAK programmes.

The average CY P generated per client met for agent-supplied methods is between 0.12 and
0.2; thus, it takes 5 - 8 meetings with clients to generate one CYP.

Methods of making client referras (using areferral card, accompanying the client to the clinic,
or verbal referral) vary across agents with no pattern being associated with a particular
program. Most staff from clinics with an established CBD referral systemreported that there
had been no problems; indeed, amost one-half of the staff reported that they also refer ther
clients to the CBD agents. However, almost one-third of the agents said that some of therr
clients had complained to them about bad treatment at the clinic.

Recording and reporting

Whether the number of family planning acceptorsand CY P arethe most appropriate indicators
for aCBD programme is an issue for debate.

A substantial amount of the CBD agents time is spent discussing family planning generaly, as
well asamyriad of other reproductive and sexual health issues that are not recorded.



Not only do the existing recordkeeping and reporting systems require some strengthening to
produce more vdid data, the types of activitiesreported and the indicatorsusedto assess CBD
programmes need to be reconsidered.

Although most programmes require their agents to record their non-family planning activities,
these data were not routingly reported to the programme headquarters. Reporting effective
referralsis clearly difficult and inconsistent.

4)

Supervision

Most CBD agentsreported receiving three supervisory vistsin the previous three months, that
is, receiving the suggested level of supervision. Nearly one-half of the agentswere not happy
with the current frequency of supervision.
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2)

3)

4)

6)

The four programmes with the highest average outputs per CBD agent dl have supervisory

systems that require the supervisor to have individualand group supervisory contactswith CBD

agents on a monthly basis.

CBD agents who are supervised more frequently tend to meet with more clients.
Recommendations for strengthening supervision

have full-time field-based staff as the immediate supervisor for CBD agents;

ensure and maintain a monthly supervisory schedule with fixed dates for individual
meetings with agents;

develop and implement a supervisory checklist to guide supervisors;

encourage notes to be kept of the supervisory visit by both the supervisor and the agent
for monitoring future activities.

Costs and cost-effectiveness

The relationship between level of remuneration and performanceis not at al straightforward,
athough there was a weak but significant relationship between level of remuneration and the
number of client visits made and amount of CY P provided. However, higher pay does not
automatically lead to higher outputs. Agent remuneration may override the influence of the
demand environment. Remuneration does appear to influence agent satisfaction, but the non-
monetary benefits gained from being an agent may also influence performance.

Remuneration of CBD agents, through allowances and salaries, takes between 11 and 19
percent of the budget for those programmes which give financial remuneration.

Costsincurred for CBD training are a small proportion of the total program costs.

Transportation costs are a substantial proportion of the annual costs for the MYWO and
CHAK programmes.

The proportionof costs spent in the field were far greater thanthose incurred at headquarters.

Most programmes were able to limit the costs of meeting clientsto Kshs 70 - 106 (i.e. $1.3 -
$1.9) per client met, and of providing one CYP to Kshs 625 - 742 ($11.2 - $13.5).

Rural and urban CBD programmes can achieve smilar levels of cost-effectiveness. For those
programmes which appear to be less cost-effective the reason cannot be attributed to where
they operate.
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2)

7)

Recommendations for improving cost-effectiveness

The two programmes which do not currently remunerate their agents (MOH/GTZ and
NCCYS) should consider introducing a moderate level of remuneration as this may
increase agent satisfaction and reduce the likelihood of agents dropping out early.

The two programmes with the highest cost-effectiveness ratios (MYWO and FLPS)
should look for ways to increase the volume of service provided within their existing
structures.

Quality of care
Most agents try to find out, at least broadly, their clients' reproductive intentions.

While the vast mgjority of the CBD agentswho were interviewed did have suppliesof pills and
condoms available, very few had any spermicides.

Almost 80 percent of the CBD clientsinterviewed sad that the agent di scussed methods other
than the one they chose, and told them that they could change the method if they wanted to,
and 90 percent said that they received their preferred method.

Three-quarters of the clients reported that the agent asked them about their medical history,
indicating that some form of screening for inappropriate methods is also taking place. But
amost one-quarter of the agents did not have a pill screening checklist with them on the day
of the interview.

Agents put most emphasis on telling clients how to use the pill and lesson establishing aclient’s
needs or informing her of the side effects and their management.

Although STD/HIV prevention and management are part of the national CBD training
curriculum, 15 percent of the agents said that they had not received any formal training onthese
topics. Forty percent of agents felt that their training was inadequate for providing family
planning, and of those who had been trained in STD/HIV, one-half felt it was not adequate.

Significant differences exist between the programmesin terms of their agents' knowledge of pill

and condom use, primary and secondary contraindications and side effects of the pill. Full
knowledge of how to use the condom properly was poor.

Vi
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I. BACKGROUND AND METHODOLOGY
a) CBD programmesin Kenya

In an attempt to increase the acceptability and accessibility of modern contraceptives, Kenya
adopted the Community-Based Distribution (CBD) strategy in the early 1980's. This approach had
beentried previoudy in Asa and Latin Americaand found to be feasible, safe, effective and acceptable
to communities (Phillips & Green, 1993). Kenya has since become one of the leading countries in
Africa in developing and implementing CBD programmes as part of the national family planning
programme.

CBD is a non-clinical strategy through which community members (with or without
remuneration) provide family planning services and information a convenient locations in villages,
markets and at homes. It is based on the premise that making contraceptives available at convenient
locations will increase their acceptability to those who would not utilize services provided in clinica
settings only, and their accessibility to those who live far from clinics. It isaso assumed that enlisting
community members as contraceptive providers will reduce the “social distance” usually experienced
between clientsand medically-trained providers (Ross et al., 1987). In Kenya, the CBD programme
is also expected to reduce clinics client load by providing non-clinical methods to clients who would
otherwise get these methods from the clinics.

The Family Planning Association of Kenya (FPAK) was the first organization to establish a
CBD programme in 1982, and was quickly followed in 1983 by Chogoria Hospital (a church-based
hospital) and the womens' organization Maendeleo Y a Wanawake Organization (MYWO). Since
then, a number of different organizations, including non-governmental organizations (NGOs), church-
based organizations, the Ministry of Health (MOH) and some municipal authorities, have developed
their own CBD programmes with technical and financial support from donor agencies. All CBD
activities are coordinated by the National Council for Population and Development (NCPD). An
inventory of CBD programmes undertakenin 1991 established that there were about 25 agencieswith
atotal of more than 10,000 CBD agents providing CBD servicesin seven of the eight provinces, 37
of the 41 districts, and more than 35 percent of all the sub-locations in the country (Barasa& Kanani,
1991). Although the proportion of the total population covered by CBD programmes is not known,
the 1993 Kenya Demographic and Health Survey (KDHS) showed that 48 percent of itsrespondents
live in areas served by CBD agents (NCPD et al., 1994).

The Kenyan setting for CBD programmes is characterized, therefore, by avariety of different
approachesto CBD service delivery, and hasrightly been described as"alaboratory of CBD diversity"
(Phillips and Green, 1993:31). In some form or other, virtualy every approachto CBD that hasbeen
tried in different regions of the world is represented in Kenya. The programmesvary in the strategies
they apply, their geographic coverage, the number of agents involved, the catchment areas served by
their CBD agents, the linkswith clinics, their requirements for a medical examinationfor new pill clients,
the range of services provided by the agents, and in the status, remuneration, recruitment and
supervision of the agents.



Moreover, until 1990, the CBD agencies operated without any policy guidelines. In August
1990, the NCPD and the MOH’ s Divisionof Family Health (DFH), withtechnicaland financial support
from the Population Council’s Africa Operations Research and Technical Assistance Project, hdd a
workshop to discuss key design and implementation issues, with the aim of coming up with policy
guidelines for CBD programmes. Guidelines relating to medical issues and a screening checkligt,
logistics and health information systems, job remuneration and support for CBD agents, geographical
coverage, and the sdlection, traning and supervision of CBD agents, were drawn up during this
workshop, but were not formally endorsed as Government policy. A second workshop was held in
1994 (with financial and technical support from Pathfinder International) to explore these policy issues
further, but to date no formal policy guiddineshave yet been developed. Consequently, apart from use
of the National CBD Training Curriculumwhich has been adopted by all CBD agencies, thereismuch
room for flexibility in the way each organization interprets the guidelines.

b) Rationale for the study

The widespread variations in approaches to implementing CBD programmes in Kenya, while
undoubtedly a strength of the family planning programme overdl, are somewhat confusing to policy
makers, programme planners and donors. A need has been expressed, primarily by USAID (the
principal donor supporting CBD programmes in Kenya) but also by others, for empirical evidence
concerning the effectiveness, cost-effectiveness and performance of the different approacheswhichcan
be used to guide programme planning and future resource alocations. This study was developed,
therefore, to address a number of important issues.

i) The impact of the CBD strategy on reaching and serving family planning clients A
review of key research studieson CBD programmes in Kenya by Mundy and Askew (1994)
reveal ed conflicting findings concerning the impactof CBD programmes on the knowledge and
use of contraception, and the factors accounting for the choice of sources of information and
contraceptives. For example, the 1993 KDHS indicated that only 3.9% of all women
interviewed identified CBD agentsas their main source of family planning information and only
2.5% mentioned a CBD agent as their current source of supply for modern contraceptives
(NCPD et al., 1994). These low figures have been widely referred to and have led to much
debate on the effectiveness of the CBD approach. Unfortunately, the fact that thisfigure refers
to a nationally-drawn sample, and so includes many women who do not have accessto a CBD
agent (because CBD programmes are not nationwide in coverage), is often overlooked?.

Another study, undertaken on behalf of MYWO, interviewed the population in all the
catchment areas served by the MY WO programme. This study revealed that anywhere from
one percent to 46 percent of current usersin a Division covered by the MYWO programme
were being served by a CBD agent (MYWO, 1995).

i) Organizational determinants of programme effectiveness. The diversty in overal
approach and organization of CBD programmes raises questions about what makes a

1 A reandysis of the KDHS data to look a only those women who actualy know of a CBD agent revealed
that the proportion citing the agent as their current source of method was 7.5 percent.

2



iii)

programme more or |ess effective. Arethere, for example, relationships between programme
performance and:

the interest in and existing use of family planning where the agent works?
the employment status and/or the remuneration provided to a CBD agent?
the level of supervison?

the sex of the CBD agent?

the relationship between agents and clinics in the same geographical area?
the personal characteristics of the agents?

Cost-effectiveness of different programmes. The cost of different CBD modelsis of central
importance to donors and policy makers. The cost data currently available for programmes
in Kenya are at an aggregate level only and give no indication of the relative expenditures on
different components of a programme. These dataare thuslimited in their usefulnessin guiding
funding allocations and identifying areas in which programmes could use resources more
efficiently. Moreover, knowing the cost-effectiveness of the different programme approaches
is extremely helpful in planning future resource allocation strategies, yet no cost-effectiveness
anayss has ever been undertaken of CBD programmes in Kenya. This study attempts to
calculate cost-effectiveness ratios for different programmes, although data limitations for both
the cost and effectiveness measuresrequire that the results are interpreted with some caution.

Impact of CBD work on female agents' lives. A multi-country study of female field
workers undertaken by CEDPA (Kak & Narasimhan, 1992) found that family planning field
work provides an opportunity for women's self-enhancement at both the family and the
community levels. Thisstudy followsthe broad analytical framework usedin the CEDPA study
but includes both private and public sector organizations with different CBD remuneration
strategies.

CBD agents as reproductive health service providers. The actual and potential role of
CBD agentsin undertaking non-family planning activitiesisofincreasinginterest withthe current
emphasis on providing family planning servicesin a broader reproductive hedlth context; for
example, most CBD programmes in Kenya are aready providing some limited STD/HIV
educationand management services. Thisstudy reviewswhich elementsof reproductive health
care, other than family planning services, are currently being undertaken and which elements
could be effectively added to CBD agents’ current functions.

The results of this study are expected to be useful not only to CBD programme managers and

donorsinKenya, but also to other countriesin the Africanregioninterested in developing or improving
their CBD programmes.



In addition, it is hoped that a better understanding of the performance, impact and possible

future directions of the different CBD programmes will provide answers to questions such as:

c)

how best to allocate resources for CBD programmes so that they are used cost-effectively;

what guidelines should be given to CBD managers for planning the structure and organization
of their programmes in the future;

what goals should be set and indicators used for evaluating CBD programmes?

Study design

This study compared sevenofthemajor CBD programmesin Kenya, each of whichrepresents

adifferent mode for providing family planning information and services at the community leveP. The
study was designed to incorporate the variations in activities, organization, outputs and scale between
different CBD models. Among the more than 20 different CBD programmes (and organizational
models) currently operating in Kenya, some grouping into broad types is possible. Drawing on the
classification proposed by Mundy and Askew (1994) one program within each of the following
categories was selected for the study:

1

b)

UrbanClinicOutreachmodels - CBD agents (either full-time salaried or part-time volunteer)
working in the communities surrounding an urban clinic, and based at and fully supported by
the clinic.

Part-time CBD agents, given an allowance and supervised/attached to their
organization'sclinic- Family Life Promotionand Ser vices(FL PS) Project (NGO sector)

Part-time CBD agentsgiven non-monetary incentives and supervised/attached to their
organization's clinic - Nairobi City Council Sum (NCCS) Project (public sector)

Full-time CBD agents, given a salary and supervised/attached to their organization's
clinic - Nairobi City Council Family Planning (NCCFP) Project (public sector)

Kenya also has examples of two other types of non-clinica family planning service delivery models, a socia
marketing programme, implemented by Population Services International (PSl), and an employment-based
programme, implemented by Family Planning Private Sector (FPPS) Project of John Snow Incorporated (JS).
The study did not include examples of these programmes as their characteristics are too different from the
conventional CBD models being examined.



2)

d)

Rural Village Depot/Home Visit models - part-time CBD agents based in their own rural

community, supervised either by staff from the programme’s own dinic or by staff from the
organization itself. CBD agents may either vist clients at their home or clients come to their
homes or contraceptive “depots’.

Part-time CBD agents, given non-monetary incentives and supervised/attached to their
organization's clinic - MOH/GTZ programme (public sector)

Part-timeCBD agents, given an allowance, supervised by programmestaff and normally
attached to the organization’s clinic - Family Planning Association of Kenya (FPAK)
programme (NGO sector)

Part-time CBD agents, given an allowance, supervised by programme staff and not
attached to aclinic - Maendeleo Ya Wanawake Organization (MYWO) programme
(NGO sector)

Part-time CBD agents, given an allowance, supervised/attached to the organization's
clinic, and working within a church-based organization - Christian Health Association
of Kenya (CHAK) (church sector).

More detailed descriptions of each programme are given in Appendix One; a summary is

presented in the table below.

Tablel.l: Summary characteristics of CBD programmes

Agency Location Sector Year # CBDs CBD Direct Coverage
started in 1994 status cliniclink
MOH/GTZz Rura public 1991 4,158 Volunteer/ Yes 2 provinces
incentives 6 districts
538 sub-loc
MYWO Rurd NGO 1983 1,239 Part-time/ No 5 provinces
alowance 12 digtricts
32 divisons
FPAK Rurd NGO 1982 734 Part-time/ Yes/No 7 provinces
alowance 18 districts
40 divisions
CHAK Rura Church 1989 525 Part-time/ Yes 5 provinces
dlowances 9 districts
20 divisions
NCCS Urban public 1989 257 Volunteer/ Yes 7 urban dums
incentives
NCCFP Urban public 1987 44 Full-time/ Yes 8 urban divisions
saaried
FLPS Urban NGO 1988 73 Part-time/ Yes 2 urban centers
alowance 4 divisons




The rural programmes cover large geographica areas having high, medium and low

contraceptive prevalence rates and population dengities. Their agents tend to function independently
athough they have links with their organization, either directly or through the clinics.

The urban programmes are smaller in Sze and coverage and serve more densely populated

communities in areas of relatively high contraceptive prevalence. The agents are directly linked with
the organizations' clinics.

With the exception of the MOH programme (which is supported by GTZ) and the NCCS

project (supported by UNFPA), amost dl CBD programmes in Kenya are supported by USAID,
either directly (e.g. the FPAK and CHAK programmes) or through two Collaborating Agencies,
Pathfinder International (the M Y WO and NCCFP programmes) and CEDPA (the FLPS project and

the MY WO programme).
d) Sampling
i) Programme sites

1

2)

3)

Sites representative of each programme were selected using the following four criteria:

Prevalence of contraceptive use in programme catchment area. To control for the
possihility that CBD programme performance may vary according to the existing use of and
demand for family planning, for each rural-based programme two siteswere selected, one with
high and one with low contraceptive prevalence rates (CPR)3; for the urban programmes,
prevalence was assumed to be uniform throughout. Two sites were selected for each
programme so that one was located in a high prevalence district and one in alow prevalence
district.

CBD programme operating in isolation. In many parts of Kenya more than one CBD
programme operates in the same geographic area. To be able to assess the impact of each
programme individualy, each study Ste was selected on the basis that it was the only CBD
programme operating within that divisiort.

Programme operating for at least threeyears. To alow a programme sufficient time to
become established and have an impact every programme should have been operating in the
selected Site for aminimum of three years.

Using the 1993 KDHS national CPR of 27 percent for modern contraceptives, the districts in which the
programmes operate were categorized as either high or low prevalence according to whether they came
within one quartile on either side of 27 percent.

The MOH/GTZ programme operates only in Western and Nyanza provinces, and dmost every division in
both provinces has more than one CBD programme. Consequently, it was possible only to select both
MOH/GTZ dtes in Nyanza province, and thus the MOH/GTZ programme in Western Province is not
represented.



4) Similar population characteristics within urbansites. In Nairobi there are wide variations
in the population’s cultural and socioeconomic characteristicsevenwithinadivisonand so only
one division was selected for each of the urban programmes.

Following these criteria, a multistage sampling design was used to select the study sites. Firstly,
districts were purposively selected according to contraceptive prevalence rate, location of only one
CBD programme, and the programmesoperatingfor at least three years. Secondly, within each district
one division wasrandomly selected from amongst those in which the CBD programme operates, and
then up to ten sub-locations/villages within each division were selected randomly. Using these criteria,
the following sites were identified.

Tablel.2: Study sites

No. of No. of Eligible
Programme District Division CPR! Sublocations CBD Pop.2 per
agents CBD
CBD CBD
FPAK Nyeri Tetu 59.3 28 2 37 850
Kilifi Kaoleni 17.9 30 6 41 1,772
MYWO Muranga Gatanga 56.2 7 9 47 670
Nandi Alda 36.6 17 4 39 757
CHAK Meru / Nyambene Igembe 414 10 2 50 994
Kericho Buret 27.6 N/A3 N/A3 34 1,545
GTZ Kisi / Nyamira Ekerenyo 27.0 8 2 103 351
S.Nyanza/ Homa Bay Kasipul 18.2 N/A3 N/A3 157 315
Neoy Nairobi Kasarani 38.8 4 5 129 1,370
FLPS Nairobi Makadara 40.2 4 6 20 4,751
Notes
1 The districts were sdlected originally according to the CPR recorded in the 1993 KDHS, but the CPR values
presented are those derived from the catchment area surveys conducted during this study as they are more
accurete.
2. Eligible population includes women aged, 15-49 and men aged 19-54; data from the 1989 Census.
3. Due to adminigtrative reorganization, these data are not available.
4, The two NCC programmes operate in the same division and so it was not possible to identify separate

catchment areas for each programme.



i) Population served by CBD programmes

At every study Ste a questionnaire survey was undertaken to collect data from a sample of
women aged 15-49 years and of men aged 19-54 years, these are considered to be the eligible
population that is within the reproductive age range. The resulting sample size® for the total population
was then divided into two thirds women and one-third menin an effort to obtain arepresentationfrom

both sexes.

A sample of households was drawn
from up to ten of the sub-locations in the
divison, with the condition that every location
be represented; the sample for each sub-
location was proportional to the size of its
digble population. The households were
identifiedthrough drawing asystematic random
sample from a newly-created population
listing®. All eigible persons in each sampled
household were then listed and one person
randomly selected for the interview so that in
total two-thirds of respondents were female
and one-third male. A tota of 2,105 females
and 1,027 males were interviewed.

Their characteristics are described in
Table 1.3 and are fairly
similar to that drawn by
the 1993 KDHS; the
sample is felt to be
representative of the
larger population. Those
in the wurban areas tended
to be slightly younger,
better educated and more
likely to be non-married

people and, for some
reason Catholic, than the
rur al population.

Amongst the 39 percent

Table 1.3: Sample characteristics. Percent
distribution of respondents by selected

background characteristics
__________________________________________________________________________|]

Characteristic Women Men
(n=2105) (n=1027)

Age:

15-19 14 4

20-24 24 18
25-29 21 17
30-34 17 18
35-39 11 16
40- 44 7 12
45-54 6 15
missing 0.3 0.2
Marital status:

never married 20 24
monogamous married 64 68
polygamous married 8 6

living together 1 0.6
ever maried 7 2

Education:

no education 13 8

primary 60 49
secondary+ 27 43
Religion:

Protestant 66 63
Cathalic 26 27
Other 7 9

of women who were currently wusing family planning,

5 The standard formula for calculating minimum samples for a population survey using random sampling was
used, with the district-level CPR as the variable of interest and a 95% confidence level.

6 The national sampling framework constructed by the Central Bureau of Statistics (CBS) for the 1989 national
census could not be used because it does not necessarily cover the CBD catchment aress. Therefore, new
clusters covering the sample sub-locations were created through listing dl households in the selected area.

Where a CBS cluster existed, it was updated.



most were using the pill (26 percent), injectable (22
percent) or rhythm and/or withdrawal (18 percent),
although 13 percent were sterilized and 9 percent were
using an IUD. Four percent were using the condom.

iii)  CBD agents

For every study ste asample of approximately 20 CBD agentswas drawn at random fromthe
total number currently active. A total of 199 CBD agents, comprising 158 females and 41 males, were
interviewed.

iv) Clinic staff

For every study site, al clinicsto which the CBD agents are attached/supervised or to which
they refer thar clients were included. The staff selected for an interview had to have worked at the
M CH/FP unit of the dinic for at least one year. Where the staff person in charge of the M CH/FP unit
at the clinic met this criterion, she or he was interviewed. A total of 62 staffs, comprising 48 females
and 14 males, and representing 62 clinics were interviewed. Most (46) were Kenya Enrolled
Community Nurses / Nurse Midwifes, 9 were the Sisters in-charge, two were Kenya Registered
Community Health Nurses, four were Nutritionists, and four were Clinic Assistants.

Tablel.4: Sample sizesfor catchment area survey

Programme Population CBD agents Clinic
Male | Female Total male female Staff

FPAK, high CPR 121 253 374 0 20 6
FPAK, low CPR 68 134 202 4 16 6
MYWO, high CPR 121 242 363 0 20 9
MYWO, low CPR 88 175 263 1 19 7
CHAK, high CPR 118 263 381 13 7 4
CHAK, low CPR 90 181 271 2 18 7
MOH, high CPR 124 241 365 7 13 6
MOH, low CPR 68 132 200 3 17 3
NCC 115 245 360 9 11 7

FLPS 114 239 353 2 17 7

Total 1027 2105 3132 41 158 62




€) Data collection, processing and analysis

Severa data collection methods were used including:

areview of programme documents,

abstraction of programme service statistics and financial records,
in-depth interviews with programme managers and staff,
structured interviews with CBD agents;

inventory of CBD agents equipment and supplies,

Structured interviews with clinic staff;

structured interviews with men and women of reproductive age.

Data on programme coverage, structure and operating procedures, outputs, and costs were
collected through areview of documents and service statistics, as well as through in-depth interviews
with key staff at the national and division levels. To assess the contribution of CBD programmes to
knowledge, attitudes and use of family planning and reproductive health and other public health
information and services, data were collected through interviews with the respondents in the site
catchment aress.

Data on the quality of services provided by CBD agents, the agents relationship with clinics,
factors related to the agents' performance, and the agents view on the impact of the CBD work on
their personal liveswere collected through interviewswith the sample of CBD agentsat each site. Data
on impact of CBD work on agent's personal life and the quality of services provided by CBD agents
were aso collected through the interviews with men and women, and through an inventory of the
agent’ s equipment and supplies. The agents relationship with the clinicswas assessed through open-
ended interviews with clinic staff.

Quantitative datawereentered and edited using the Epi Info programme and statistical analyses
were undertaken using the SPSS programme. The interview guides for CBD programme managers
and for dinic staff and several questions in the CBD agent questionnaire contained open-ended
questions, the answers to which were categorized into a limited number of responses to enable the
resultsto be analyzed quantitatively. The cost datawere processed and analyzed using the Lotus 1-2-3
programme. Descriptive and bivariate statistics have been used to present results according to the
major objectives of the study.
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I[I. ROLE OF CBD AGENTSIN PROVIDING
FAMILY PLANNING INFORMATION AND SERVICES

a) Awar eness among community members of CBD Agents

For a CBD agent to have any impact, community members must first be aware of their
presence. All respondentswere asked whether they knew of apersonin their community who provides
informationand services on family planning. Overall, 50 per cent of women and 47 per cent of men
interviewedsaid that they knew of such a person. Theseproportions variedtremendoudy by CBD
programme, however, as illustrated by Figure I1.1.

These differences are probably Figurell.l  Proportion of community members
because the CHAK, FPAK and MYWO who know of a CBD agent
programmes are more mature than the
others, and they operate in rural areas
where social networks are generally more
intense and communities more stable over
time than in urban areas. The MOH
programme, although serving rural

communitiesal so, only began operationsin :’AV:nmon
1991’. Aswould be expected, the results

also show that CBD agents wer e better
known in those areas with higher
contraceptive prevalence rates, a
relationship that holds after controlling for
type of programme.

100

Women: nm2105  Men: hmi D27

Those respondents indicating that

they knew a CBD agent were then asked if they knew the person’s name; this questionwas asked as
ameasure of their familiarity with the agent as opposed to smply having heard of them. Overall, 69
per cent of the women and 63 per cent of the men who knew of the CBD agent could give the
correct name. Interestingly, this also varied by programme, with respondents more likely to know the
agent’s name for those programmes where the agents themselves were better known. For example,
the agents were best knowninthe CHAK catchment areas, and amost 90 percent of both womenand
men in these areas who knew the agent also knew their name, whereas in the FLPS area, only 19
percent of women who knew of the FLPS agent could also correctly name her or him.

7 In addition to being a rdatively new programme, the MOH agents are not expected to interact with a large
number of people; the philosophy underlying the modd is to have a large number of agents in a
community, each serving a relatively smal number of clients. However, the net effect should be a large
proportion of community members who know the agents and receive services from them.
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b) I nteractions with CBD Agents

More importantly in terms of Figurell.2  Proportion of community members

measuring ther role, are the nature and having contact with a CBD agent

agents and community members.  All

women and men who had ever heard of a Publlc mesting 27
CBD agent were asked whether they had 28
ever seenthe agent at a public meeting and -
whether they had ever met the agent Taked with persanally Erd 1 &

. . W women
personally to talk about family planning or —
to receive information or services. To Agsnt visitsd home ::
illustrate the overal level of activity of
CBD agents in their communities, Figure 15
[1.2 presents these questions as a VERed CEDE home g0
proportion of the total sample. Almost 30 ¢ 20 40 60 80 100

percent of all womenand menreported o vens ne1oer

having seen the CBD agent ta|king -]
a public meeting, dthough there is

variation across programmes: for both female and male respondents, those living in the rural CHAK
and FPAK catchment areas are more likely to have seenthe CBD agent talking publicly about family
planning (between 38 and 52 percent), than those living in the catichment areas for the urban
programmes (between 5 and 16 percent).

These data also suggest that CBD agents have directly met with approximately one-
guarter of the womenand one-fifth of the men in their catchment ar eas, athough this differsby
both programme and location. Intherural FPAK, CHAK and MY WO catchment areas, between up
to one-third of al women have ever talked personally with an agent, compared with only between 13
and 18 percent of women in the urban areas and in the rural MOH programme area Amongst the
male respondents, the CHAK programme agents are by far the most active, with 36 percent
of dl menhaving ever talked personally with the agent, while for every other programme the proportion
ranges between 8 and 17 percent. These differences may again reflect the fact that the older, rural-
based programmes have been adle to develop better networks between their agents and the
communities.

When only those respondents who actually know of a CBD agent are considered, the
proportions rise to half of the women and 37 percent of the men having ever talked with the agent.
Amongst these female respondents, there is little variation across the programmes (46 - 59 percent),
whereas amongst the men who know of a CBD agent, there is a clear split into two groups of
programmes, those for which more than50 percent of menhave ever talked personally with the agent
(MOH, CHAK, FLPS), and those for whichlessthan one-third of the menwho know of an agent have
talked to the agent personaly (MYWO, FPAK, NCC). Why this digtinction should emerge is not
immediately clear.

12



Those who indicated that they had ever talked personaly with the CBD agent, were asked
where they had met with the agent, that is, had the agent ever visited their home, or had they ever been
to the CBD agent’s home or met with them elsewhere, to talk about family planning. Approximately
one-quarter of both the women and menhad been visited at their homes, one-third of the women and
16 percent of the men had visited the CBD agent’ s home, and almost one-third of the women and 42
percent of the men said that they had done both®. Thus CBD agents appear to be willing towork
either from their own homes or through making home vigts.

Those respondents who had ever met personally with a CBD agent were also asked which
family planning methods were discussed and whether they had been given or referred for a method®.
It isencouraging to note that, amongst bothwomenand men, sever al contr aceptive methods have
been discussed during these meetings, and not only those methods which the agents provide
themselves. While six percent of the women and eleven percent of the men said that they had talked
about family planning generaly without specifying any particular methods, amongst those who did
mention specific methods, women reported talking about and/or receiving, on average, 3.6
different methods, and the men mentioned on aver age 3.5 different methods™. The mgjority
of respondents (82 percent of women, 90 percent of men) felt also that the information they had
received was adequate to help making a decision on family planning, athough it was not possible to
confirm whether this was indeed the case.

Many of these meetings included giving or referring the client for contraceptive methods.
Almost one-half of the women meeting with the CBD agent reported receiving or being
referredfor the pill, ranging from a high of 62 percent of interactions with CHAK agentsto alow of
32 percent of interactions with MOH agents. Interestingly, a small proportion of men (eight percent)
reported being given pills, presumably for their partners. Furthermore, a quarter of men reported
being given condoms, and athough the sex of the CBD agents serving the men is not known, this
result suggests that CBD programmes with primarily female agents can and do reach men.

8 Twelve percent of femade and 13 percent of male respondents who said that they had ever talked with the
CBD agent individually also indicated that they had never been visited a home, nor had they met with the
agent a their home. One interpretation of this is that they may have met the person at a public meeting or
some other group situation.

9 This question was worded rather vaguely, in that no particular meeting was specified and it is not known
how many times the respondent had met with the agent. Consequently, it is not possible to distinguish
whether the respondent is describing one specific meeting or is referring to actions that may have taken
place over severd meetings. Despite the obvious weakness of this questioning, it is felt that the results
are useful in giving agenerd indication of the nature of the interactions.

10 There were variations by programme, however. For example women meeting with the FLPS agents reported
discussing and/or receiving the largest number of methods on average (5.9), while those meeting CHAK
agents reported discussing the fewest (2.1). For the male respondents, the sample size for each
organization istoo small to draw any valid conclusions
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C) Role of CBD programmes in providing family planning information
and services

Respondents were asked a series of questions about how they first heard about family
planning, their main source of informationand, for those currently using a contraceptive method, from
where they obtain their method™*.

D) Initial source of family planning information

CBD agents do not play amajor role as afir st sour ce of family planning information -
five percent for both women and men. As with the KDHS, for women the clinic is the mgjor first
source (40 percent), whereas for men it is the media (39 percent).

i) Main source of family planning information

For both women and men, the same three sources (clinic, media and friends/rel atives) are cited
most frequently as the predominant sources of family planning information. CBD agentsdo play a
role as sour cesof information about family planning, however, for a small proportionof men
and women, that is 12 percent of women and 11 percent of men cited the CBD agent as their man
source of information.

These averages hide some variation between the programme catchment areas. Amongst
women, 14-15 percent of those living in the rural programme areas cite the CBD agent as their main
source, whereas only two percent do so in the urban areas. For men also the average figure of eleven
percent is somewhat misleading, as there is a range between 27 percent of men living in the rural
CHAK areas to 3-5 percent for those living in the urban programme areas. Those CBD agents
workingin rural areas clearly play amore important role as sour cesof informationthantheir
urban-based counter parts.

A CBD agent canonly be a source of information, however, if a person knows that the agent
exists, and if they have actudly talked to the person. For those women and men who said that they
have talked witha CBD agent, the proportions mentioning themas the main source of informationrose
to 35 percent amongst the women (second only to the clinic), and to 50 percent amongst the men.
Indeed, amongst men who know of a CBD agent, the agent is by far the main sour ce of
information.

Among those women who actually get their method from a CBD agent (n=98), more
than half of them (55 per cent) cite the agent astheir main sour ce of infor mation. However, this
implies that for 45 percent of women obtaining their method fromthe CBD agent the agent is not their
main source of information. Asmost of these women get most information from the clinic (26 percent),

11 Six percent of women and five percent of men sad that they had never heard of family planning, and so
these are excluded from the data presented in this section.
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it would appear that in these cases these CBD agents are probably being used for resupply following
counseling and first provision a the clinic.

i) Source of method supply

At the time of the survey, 39 percent of all women (42 percent of married women and 29
percent of non-married women) were currently using a family planning method and 30 percent were
using a modern method. All seven programmes alow their CBD agentsto provide or resupply pills®,
condoms and spermicides, and encourage them to refer clients interested in other methods to the
appropriate source. Moreover, al programmes expect their agents to supply unmarried and married
women, and men; consequently, “dl” rather than “married” women (and men) are used as the
denominator in the following section.

For dl current fende users of Figurell.3  Source of supply for pill users
modern methods, approximately 16 percent (n=209)
indicated thatthey obtained their most recent
method from a CBD agent, which rises to
22 percent amongst women who know a Govrt Imsior divics
CBD agent. When users of supply methods '
only are considered (39 percent ofdl users),
the proportion obtaining their method froma
CBD agent risesto 40 percent, and amongst rremsy e g
pill users to 44 percent (see Figure 11.3); a
samilar proportionwas found forthe partners
of the mae respondents currently using the
pill3. For those women who know of a
CBD agent in their community, the
proportion of pill users who get their
method from a CBD agent is
substantially higher at 57 per cent.

e/ lles
€

T et
Vi

12 All seven programmes have smilar regulations on supplying new pill clients, although these are not strictly
adhered to by the agents. All agents are required to use a checklist for identifying contraindications for
dl new pill clients; a contraindicated client is referred to the clinic whereas those not contraindicated can
be supplied with one cycle of pills and then referred to the clinic for medical check-up. If a client fails to
oo for medica check-up, the agents resupplies one cycle per visit up to a maximum of three cycles. Revisit
clients are supplied with three cycles per visit.

13 Amongst the male respondents, 42 percent thought that their partner was currently using any method, with
27 percent using a modern method. Four men also mentioned that the CBD agents had taught their partners
the rhythm method.

15



Amongstthe maerespondents, 17 Figurell.4  Source of supply for condom users
percent (n=172) were currently usng a (n=201)
condom themselves (with any partner).
Because of the smal numbers involved,
these have been added together with the Fihem Nad el
29 femae respondents who were using the U QN
condom. Together, approximately one .
fifth of al condom users obtain it from a
CBD agent (Figure 11.4). However, it is
important to note that amongst the 87 men '
who actualy know of a CBD agent in their / //
community and who use a condom, the ceo 7 vt oo
CBD agent istheir main source of supply i )
(35 percent), followed by the shop (22 Maks nml7?  -rrackes 1
percent) and friends (17 percent).

Together, these two findings imply
that if CBD agents make themselves known, people will use them as a sour ce of supply for
pillsand condoms.

d) Comparison of CBD and clinic clients

It is of interest to programme managers to know something about the characteristics of the
clients who obtain their method from CBD agents and how they compare with clients who use other
sources, in particular clinical sources. A brief analysis was undertaken that compared female supply
method users who obtained their method from a CBD agent with those whose source of supply was
the clinic. To alow for a direct comparison to be made between similar types of users, we restricted
the analysis to womenwho use amethod whichcould be supplied by a CBD agent, and who know of
a CBD agent intheir community. These criteriawere used so that it can be assumed that all the women
have potentially equal access to the servicesa CBD agent provides, and thus any differences between
them are not due to accessibility to a particular source or method used. Consequently, the analysisis
based upon a sub-sample of 166 women who were currently using a supply method at the time of the
survey (pill, condom or spermicide), who knew of a CBD agent in their community, and who obtained
their method from either a clinic (public or private) or from a CBD agent*. The basic characteristics
of this sub-sample are described below.

14 There were a further 17 users who met the two criteria but who obtained their method from other sources
and so have been excluded from this analysis.
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As can be seen from Table 1.1, Tablell.1 Characteristics of those women
women who have access to a CBD agent who use a supply method and
and use a supply method are somewhat know of a CBD agent
more likely to get their MEthod from A e ——
CBD agent thana clinic: the sample showed
a 60-40 split in favor of CBD agents as the
method source. The women using these two
sources were then compared in terms of four Married 86 percent
basic characteristics. age, maritalstatus, parity,

Characteristic

Mean / median age 28 years

o o Mean parity 3.5 children
and religion. For al four characteristics there
were no gatisticaly sgnificant differences Religion Protestant. 71 percent
betweenwomen using the two sources™. This Cetholier 27 percent
finding suggests that women's choice of Source of method CBD:  58%
sourceis not influenced by their personal dinic _42%
situations. Women may choose one source Programme CHAK: 38%
over another because of other variables not MYWO: 22%
measured in this study such as perceived E‘F(ZACK: ﬁf
quality, cost or convenience. In particular, it FLPS 6;,
appearsthatunmarried, younger womenare MOH: 5%

aslikely tousea CBD agent asaclinicas
asource, although both sources appear to be
problematic for this category of user.

e) Provision of servicesto the youth and unmarried

The vast majority of respondentsfelt that CBD agents should discussfamily planning
withyouth (78 percent of women, 82 percent of men) and with those who are not married(80
percent women, 86 percent men). CBD agents should not feel, therefore, that discussing family
planning with the youth or unmarried is socialy censured®. However, only six percent of female and
seven percent of mae respondentsindicated that they have ever received any sex educationfromCBD
agents. Moreover, the CBD agents' attitude toward providing contr aceptivesis clearly gender -
biased, the vast mgjority (81 percent) said thatthey would provide contraceptivesto an unmarried boy
with no children, while only 26 percent said they would provide contraceptivesto an unmarried girl who
has not yet had a child or become pregnant. This biaswasfound to be stronger amongst CBD agents
in the rural programmes. If an unmarried girl has been pregnant, however, the vast majority (96
percent) of agents said that they would have no problem supplying her with contraceptives. Clearly

15 Age and parity were compared using t-test and analysis of variance, and marital staus and religion were
compared using the chi-square test.

16 Current MOH family planning guidelines do not stipulate age, marital status or proven fertility as factors
to consider in providing pills or condoms.
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the CBD agents are concerned and misinformed about the possibility of contraceptives
influencing a woman’s ability to conceive.

Responses fromthe unmarried youth'” interviewed confirmed that these attitudes trand ate into
practice. Amongst this group (323 females, 178 males), 28 percent of the females and 35 percent of
the males knew of a CBD agent, but only six percent of them'® had ever had a persond talk with the
agent. Of the 23 percent of females and 44 percent of malesin this group currently usng a method,
only eight percent got their current method froma CBD agent. The youth remain an under-served
group for CBD programmes,in terms of bothinformation on sexuality and contraceptionand
provision of services.

f) Provision of integrated services

Thevast mgjority of respondents (93 per cent women, 87 per cent men) favor edthe idea
of CBD agents providing STD/HIV information and counsding. When asked whichnon-family
planning activitiesthey undertake, 41 percent of the CBD agents mentioned educating, counseling and
referring clients to clinics for PHC/MCH services, and 31 percent mentioned referring for STD/HIV
services. Asked if they themselves provide information and counseling on STDSRTIsand HIV/AIDS,
94 percent claimed that they do. Indeed, more than haf claimed to have provided information on
HIV/AIDS (91 percent), gonorrhea (65 percent) and syphilis (55 percent) in the previous month.
However, less than 15 percent of both made and femae respondents indicated having ever received
information on PHC/MCH and other reproductive health services from CBD agents.

Amongst the men who know of a CBD agent, there is a clear split into two groups of
programmes, those for which more than one-third of the respondents have ever received information
on STD/HIV (theMOH/GTZ, CHAK and FL PS programmes), and those for whichlessthana quarter
have ever received this information (the NCC, MYWO and FPAK programmes). For women, the
division is not as digtinct, although respondents living in the areas served by the MY WO and FPAK
programmes appear to be less likely to have discussed these issues with a CBD agent.

Why thisisso is speculative, but may be because the FPAK and MY WO programmes are the
oldest and were set up explicitly for providing family planning informationand services; consequently,
they may be more deeply entrenched in an organizational model that cannot easily reorientate itself to
expanding the range of servicesit provides. Certainly, as section |11 shows, they are among the most
effective of programmes for providing family planning services, and this success may itsdf inhibit the
organizations from moving into other, less well-known service delivery activities.

About half of the men and one-third of the womenwho know a CBD agent inthe CHAK and
MOH/GTZ catchment areas have received informationor referral services on immunization, children's

17 The WHO definition of youth was used, i.e. aged between 10-24 years. In this survey the age range was
15-24 years.
18 It isimportant to note that al of the women who had ever met with an agent aready had children.
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nutrition, malaria prevention/treatment and diarrhoeatreatment. Thisindicator suggeststhatthe CHAK
and MOH/GTZ programmes may be moreintegrated than the others.

0) Impact of CBD work on female agent’s life

In addition to the impact that a CBD programme can have on the community’s access to
family planning information and services, the benefits and costs to the CBD agents of doing this work
can aso have an impact on themselves and their family. There has been considerable interest recently
in finding out more about the impact of suchwork onthe femae agents’ livesin particular, and so some
data were collected from the 158 female agents on this issue.

A frequently voiced argument in rlation to women acting as unpaid workers in CBD
programmes is that, in view of women’s generally disadvantaged economic situation when compared
with men, ther participation with little or no financial remuneration in organized programme activities
isexploitative and contributesto their continued dis-empowerment. It isfurther argued that one reason
for the difficulty in recruiting men as CBD agents is the unattractiveness of such low-paid work. A
question remains, therefore, asto why femae CBD agents continue to work with apparently such little
materia incentive.

Lily Kak and Suresh Narasimhan (Kak and Narasimhan, 1992) have proposed a framework
for assessing the impact of thistype of work onfemde agents' personal life. The framework proposes
that employment by a CBD programme provides the agent with incentives such as training, limited
income, and networking opportunities, which, it is hypothesized, will lead to the woman's self-
enhancement, which in turn will empower the woman to have greater influence within the family and
within the community. Using this framework in a multi-country survey of female family planning field
workers, Kak and Narasimhan drew the conclusion that family planning fieldwork does provide an
opportunity for womens' self-enhancement at the grassroots levels and increases their autonomy and
decision-making power within their families and the wider community. The impact on the lives of the
158 femal e agents interviewed has been analyzed using the same framework.

While the agents in the NCCFP programme receive a sdlary and are treated as full-ime
workers, the part-time agentswho are provided with an “allowance” in the FPAK, MYWO, CHAK
and FL PS programmes cannot be said to be financially compensated for the work that they do, asthe
highest amount received is K shs 600 per month (lessthan$10). Moreover, some agents are expected
to use this alowance to pay for their transport while attending monthly supervisory meetings, or to
collect their contraceptive supplies. For those workers in the two programmes which give only non-
financia incentives (MOH/GTZ and NCCS), thereis clearly evenless material compensation for their
activities. What role the financial and non-financial aspects of the work played in their lives, how these
factors affected the agents themselves, and their position in the family and community were explored.

i) Self-enhancement

The agents were asked to state what they liked and what they disliked most about their CBD
work, what changes have taken placein their livesas aresult of their CBD work, and for how long they
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would liketo continue to work as CBD agents. The vast majority (96 percent) of female CBD agents
were certain that the work had a positive impact ontheir lives, with only a very few agents feeling that
the work had not made any difference. The agents gave arange of responses about what they liked
most about the work; the most commonly mentioned “likes’ were:

C providing education to the community (25 percent),
C helping women to plan their families (15 percent),
C speaking in public meetings (13 percent).

A substantial proportion (13 percent) were so enthusiastic about the work that they reported
that they liked everything. About one-half of the respondents said that thereisnothing they do
not like about their work. Of those who did complain about the work, the mgjority said that they did
too much work for little or no pay, while others mentioned the lack of other incentives. There was a
sgnificant difference betweenthe programmes, however, with the FL PS programme having the lowest
proportion of agents with complaints and the CHAK programme having the highest proportion. Yet
both programmes have smilar financial remuneration packages, and so it would appear that non-
financial aspects may be behind the complaints.

There was a significant relationship between remuneration level and job satisfaction - more
than three quarters of those who were paid a salary or allowance reported that there was
nothing they did not like about their work, while for those who wer e not paid, only 39 per cent
said that there was nothing they didiked about the work. However, those who were paid were
more likely to complain about the level of remunerationand incentivesthanthose who were not paid.
Only a small per centage (4 per cent) were dissatisfiedto the point that they wantedto quit the
CBD work, or said that they would quit if remuneration was not increased.

i) Empower ment within the family and community

The 112 agents who did receive some financial payment were asked how they spend the
money; this was used as an indicator for personal empowerment within the family. Many different
responses were given, but the vast majority said that they use it to meet the_family’ sfinancial
needs, suchas household expenses (83 percent) and payingchildren’ sschoolfees(15 percent). Some
also invest or save the money through banking (16 percent), using it for personal business (6 percent)
or contributing to women's group activities (6 percent); 13 percent said that they use their allowance
fortheir CBD work. Having this personal income does not necessarily mean that they have increased
control over their family’ sresources, however - more than one-third said that their husbands ill
control these resources, and about one-half said that the work had not increased their
decison-making power in the family or in the community.

The women were also asked whether they fdt that their work asa CBD agent asawhole, and
not only their additional income, had improved their relations and status within the family. The vast
majority felt that the relationships with their husbands (92 percent) and their in-laws (85 percent) had
improved because of thework. Most dso felt that their influence in making decisions on the children's
education (85 percent), on children's medical treatment (87 percent) and on household expenses (63
percent) had increased. These changes seem to be consistent across agents from all programmes,
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whether rural or urban-based®, or whether the agent was remunerated or not?®®. The agents from the
CHAK and NCCS programmes, however, felt that there had been no change in their influence on
making decisions for household expenses or on their ability to go out of the house without their
husband's permissior?’. These findings suggest that it isthe whole package of monetary and
non-monetary benefits accrued from the CBD work which contribute to the women’s sense
of empower ment within the family, and not just the income.

About threequarters of the womensaid that their attitude toward their daughters had
changed positively as a result of their CBD work and training. Of those who said that their
attitudes had changed, the highest proportion (48 percent) expressed the view that they now
understood the need for girls to be counseled about their sexuality; however, only about one-quarter
now felt that girls are equal to boys.

Almost all (98 percent) agents felt that their relations with their neighbors had
improved, and that they make a positive contribution to their communities, primarily through
increasing people's knowledge and use of family planning. These perceptions are the same
regardless of the type of programme, its location, or the agent’s remuneration status. These self-
perceptions were confirmed by the interviews with community members in their catchment areas; as
described in section 11, the vast mgjority of both male and female respondents who know of a CBD
agent felt that the agent as well known and respected in the community.

These findings support those of the CEDPA study - the vast mgjority of CBD agents are
satisfied with the work they do, regardless of whether they are paid or not paid, urbanor rural-based,
orthe type of organizationthey work for. Therefore, although remunerating CBD agentsincreasestheir
level of job satisfactionand influencein making decisions about household expenses, remunerationaone
does not empower female CBD workers - the non-monetary benefits of CBD work play an equally
important role.

19 The only exception was that rural-based agents were more likdy to say that the relationship with their in-
laws had improved. This may be because more rural-based agents co-reside with their in-laws.

20 The only exception was that those who were remunerated were more likely to say that their ability to
influence decison-making on household expenses had increased. This is probably because their extra
income contributes towards meeting the household's expenses and so this gives them a greater say in how
the money is spent.

21 Overdl, 58 percent of agents fdt that their ability to go out without needing their husband’s permission
had incressed, dthough for those saying that it had not changed it is not clear whether they already felt
free to do so or whether they still felt that they had to get permission.
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[1l. PROGRAMME OUTPUTS
AND EFFECTIVENESS

a) Recording and reporting programme outputs
The four measures commonly used describing CBD programme outputs in Kenya are:

the number of new or revisit clients visited or met for family planning services,

the volume of contraceptives delivered by the agents;

the Couple Y ears of Protection (CY P)? provided by the contraceptives delivered;
the number of effective referrals®® made for clients seeking clinical contraceptive
methods*,

R

Data on these outputs for the year 1994 (the most recent year with complete data) were
collected through staff interviews, examination of service records at the programme headquarters, and
fromasample of CBD agents. Many CBD agentsin Kenya are al so trained to provide other services,
such as STI and HIV/AIDS IEC and counseling and some MCH and public health care services.
However, in 1994 although most programmesrequiredtheir agentstorecord their non-family
planning activities, these data were not routinely reported to the programme headquarters,
and so it was not possible to measure these outputs at the programme level.

In the process of collecting data from both programme headquarters and individual CBD
agents, a number of limitations in the recordkeeping and reporting systems became apparent. In
additionto restricting the comparative analyses possible for this study, these limitations, listed in the box
on the following page, have direct implications for the routine supervision, monitoring and evaluation
functions of the CBD programmes themselves. I mprovements in these recordkeeping and
reporting systemweak nesses would gr eatly enhance the programmes’ capacities tofunction
mor e effectively.

22 CYP cdculations are made for individud methods and are based on the amount of each contraceptive
needed to protect a couple from unwanted pregnancy for one year. The 1993 USAID guiddines were used:
15 cycles of pills, 150 condoms, 150 foam tablets and 6 tubes of jelly, are equal to one CYP.

23 These are referrals for which the programme can confirm that the client has received the sexvice.

24 Referra methods include the injectable, 1UD, Norplant® implant, vasectomy and tubal ligation. CBD agents
aso refer their pill clients to clinics for periodic medical check-up, but these referrals were not included in
thisanalysis.
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Limitationsin data available dueto variationsin recor dkeegping and reporting practices

1. Variations in definition of a “new client.” FPAK, FLPS, CHAK and NCCFP defined a new client as any
person new to the CBD agent, while MYWO, MOH/GTZ and NCCS defined a new client as a completely
new family planning acceptor. Thus, the first group of programmes may include both new and continuing
users and the second group new users only.

2. Variations in the number of pill cycles and condom pieces supplied to new and revisit clients. The CBD
programmes have different policies and practices on the number of pill cycles and condom pieces provided
to new or revisit clients. Although the vast majority of CBD agents interviewed said that they supply one
pill cycle to a new dient and three cycles for return visits, there are some who give two or three cycles for
both first and return visits. Because agents give different amounts of commaodities with each visit, it is not
possible to equate number of visits with the volume of commodities distributed. CYP is therefore a better
comparative measure than the volume of clients visited/met, because the volume of clients visited / met
describes the total number of contacts a CBD agent has had with all clients to supply the commodities or
refer for services, and not the number of clients served.

3. Incomplete records at the programme headquarters. Data on revisits and contraceptives distributed for
the FLPS Nairobi site during the first quarter of 1994 were missing. Consequently, these data were
estimated by assigning similar values to those available for the second quarter of 1994. This site also did
not separate data for the CBD agents and the FLPS clinic, and so the CBD data were obtained by going
through the dinic records and subtracting them from the total FLPS Nairobi output. Data on effective
referras data were aso missing for this site due to poor record keeping. For the FPAK programme, one
site was testing a new reporting system which does not differentiate between new visits and revisits by
method type.

4. Variationsin programme reporting systems.

Unlike the other programmes, the CHAK and MOH/GTZ programmes do not keep separate
records of the number of new and revisit clients by method provided.

In 1994, the FPAK programme did not record effective referrals for Norplant® implants.

The MOH/GTZ programme does not report effective referrds by method, thus making it
impossible to compute the CY P for effective referrals.

Only the MY WO keeps records of both effective and non-effective family planning referrals.

All except the MOH/GTZ programme require their CBD agents to keep records of non-family
planning referrals and |EC activities undertaken, but only the FPAK and MYWO programmes aso
keep records of these activities at the headquarters level.

C Only the FPAK and FLPS programmes require their CBD agents to record socio-demographic
characteristics of their clients, but neither of these programmes record or report these data at the
programme level.

OO0 OO0 O

5. Adgregation of injectables’ records All programmes record Depo-Provera and Noristerat referrals in one
category as ‘injectables’; in cdculating CYP, dl injectables were assumed to be Depo-Provera as this is
the most frequently provided injectable method in Kenya

6. Incomplete recordkeeping by CBD agents. The quality of records kept by individua CBD agents varied
between agents; only for the MYWO and MOH/GTZ programmes was recordkeeping up-to-date. For the
FPAK and CHAK programmes, records kept at the headquarters were found to be different in some cases
from those collected from the individual CBD agents, the agents tended to record fewer visits and
commodities dispensed than indicated at the headquarters. For the FLPS, NCCS and NCCFP programmes,
records for the individual CBD agents are not kept at the headquarters.
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It should be noted that although the remainder of this sectionfocuses on describing programme
outputs in terms of the indicators described above, whether these are the most appropriate
indicators for aCBD programme is anissue for debate®. These indicators and the way they are
reported do not adequately describe the full range of activities that the agents actually carry out. For
example, the only interactions with community members that are reported are those that result in a
service being provided, whereas interviews with the agents and their supervisors showed clearly that
a substantial amount of their timeis spent discussing family planning generally, aswell asa
myriad of other reproductive and sexual healthissuesthat are not recorded. Moreover, even
though they have been trained and are expected to provide information and education on STIs and
HIV/AIDS, there is no mechanism for reporting on these activities and so this aspect of their work
tends to be undervalued by programme managers and ultimately the donors. Consequently, it isclear
that not only do the existing recor dkeeping and reporting systems requir e some strengthening
to produce morevalid data, the typesof activitiesreportedand the indicator s used to assess
CBD programmes need to be reconsidered. Thismay, in turn, requirethat the job descriptions of
the agents be reconsidered to reflect more accurately the actual work that they carry out.

b) Programme-level outputs

Although the recording and reporting differences inhibit a thorough comparison across all
programmes, some conclusions can be drawn from the data available. Programme-level outputs are
described below for the number of clients met/visited, the volume of contraceptives distributed and
CYP generated, and the number of effective referrals made and associated CYP.

) Number of clients met/visited by CBD agents

For all programmes, agents are required to report only those visits or meetings in which a
contraceptive commodity is provided, thatis, some CY Pisgenerated. If they met aclient to talk about
family planning only this meeting should not be recorded. Table 111.1 below shows that the FPAK
programme is clearly reaching the most clients, with more than 450,000 contacts being made in 1994.
The table also confirms that for all programmes (except the NCCFP programme), CBD agents
appear to be serving morerevisitsthan new clients.

Data limitations prevent afull analysis of the method mix of each programme, but for those for
which data are available, the method most frequently provided by the FLPS, MYWO and NCCS
programmes is the pill (and in dl cases the number of revisit clientsexceeds the number of new clients),
whereas for the NCCFP programme it is the condom (and the number of new clientsis higher than
revigt clients). The limited data that are available for the FPAK and MOH/GTZ programmes (not
shown) and the volumes of commodities distributed, suggest that the magjority of new clients recorded
by these programmes are probably condom users.

25 See, for example, the discussion of this issue in Alfredo Fort (1996) “More evils of CYP’ Sudies in Family
Planning, 27,4:228-231.
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Tablelll.1 Number of clients met by programme and method in 1994

RURAL VILLAGE DEPOT /HOME VISIT MODELS

Program Type of client Total Pills Condoms Sper micides*
FPAK New clients 186,314 na na na
Revisits 271,631 na na na
MOH/ New clients 126,368 na na na
GTZ
Revisits 239,803 na na na
MYWO New clients 99,306 51,214 47,173 919
Revisits 150,948 108,620 41,757 571
CHAK New clients 36,120 n/a n/a na
Revisits 70,287 na na na

URBAN CLINIC OUTREACH MODELS

NCCS New dlients 30,252 14,910 14,675 667
Revisits 79,686 59,322 19,598 766

NCCFP New dlients 32,337 3,849 28,488 0
Revisits 31,226 6,929 24,297 0

FLPS New dlients 6,879 5,015 1,742 122
Revisits 9,358 5,950 3,356 52

* Includes foam, jellies and creams

Although it is one of the smaller programmes, the NCCFP programme had the second highest
absolute number of condom client visits and was the only programme with a higher level of condom-
generated thanpill-generated CYP. In addition it had about five times more condom client visitsthan
pill client visits. A possible explanation for this high number of condom clients is the practice of
distributing condoms to groups of people in public meetings and the programme’ s focus on factories
which have high numbers of workers. Thispresentsthe possibility of having many one-time-only clients
who then get ther regular supplies elsewhere, and illustrates another issue to bear in mind when
interpreting these data.

i) Volume of contraceptives distributed and CYP generated

Table 111.2 showsthat the rural programmesprovide most of their CYP through the pill,
dthough the difference between pill and condom-generated CYP is lowest for the MOH/GTZ
programme. For the urban programmes, the distribution betweenmethodsiseither more equal
(NCCSand FLPS) or heavily in favor of the condom (NCCFP). Withthe exceptionof the FPAK
programme, spermicides are not widely used or distributed.
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Tablelll.2  Volume of contraceptivesdistributed and CYP generated by programme and

method in 1994
RURAL VILLAGE DEPOT /HOME VISIT MODELS
Programme Pills Condoms Spermicides Total CYP

FPAK Amount 467,749 2,747,129 512,570 54,079
CYP 31,183 18,314 4,582

MOH/ Amount 383,937 2,900,000 34,103 45,156

GTz
CYP 25,596 19,333 227

MYWO Amount 370,773 2,522,154 19,145 41,660
CYP 24,718 16,814 128

CHAK Amount 175,858 775,372 4,925 16,926
CYP 11,724 5,169 33

URBAN CLINIC OUTREACH MODELS

NCCS Amount 107,326 1,044,227 14,117
CYP 7,155 6,962

NCCFP Amount 27,014 1,082,211 0 9,016
CYP 1,801 7,215 0

FLPS Amount 28,982 184,233 4,090 3,188
CYP 1,932 1,229 27

iii)  Number of effective referrals and CYP generated.

Reporting effectivereferrals,that is, clientsr eferredelsewhere for amethod and who
are known to have obtained the method, is clearly difficult and inconsstent. For example, the
MOH/GTZ programme requiresitsagentsto only report the total number of referrals without identifying
the specific method; the NCCFP agents tend only to report clients they refer to clinics other than the
one to which they are attached, and thus the injectable and IUCD clients referred to their own clinics
are not recorded; FPAK did not record Norplant® implants referrals in 1994; and the FLPS project
was not able to provide data on any referrals for its Nairobi site.

The data on Table I11.3 show that althoughthe lar gest number of referrals made by CBD
agentstend to befor clientswanting to use the injectable, those clientsreferred for female
gerilizations actually generate the highest levels of CYP, manly because one referral for
sterilization generates aimost 50 times more CY P than one referral for aninjectable. Therelatively
large number of vasectomy referrals by the FPAK agentsis encouraging and the approaches
used could perhaps provide a model for the other CBD programmes interested in reaching more
couples with this male method.
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Tablelll.3:

Effectivereferrals by programme, method and CYP in 1994

RURAL VILLAGE DEPOT /HOME VISIT MODELS

Programme Injectable IUCDs Nor plant Vasectomy Sterilization Total
FPAK Clients 17,854 5,018 na 168 2,900 25,940
CYP 4,464 17,563 na 2,100 36,250 60,377
MYWO Clients 11,547 2,390 267 23 1,801 16,028
CYP 2,887 8,365 935 288 22,513 34,986
MOH/ Clients na n/a n‘a na n/a 13,059
GTZ
CYP na na n‘a na n‘a na
CHAK Clients 1,493 362 204 0 429 2,488
CYP 373 1,267 714 0 5,363 7,717
URBAN CLINIC OUTREACH MODELS
NCCS Clients 610 92 29 0 81 812
CYP 153 322 102 0 1,013 1,589
NCCFP Clients na na 73 0 366 439
CYP na na 256 0 4,575 4,831
FLPS Clients 67 12 47 1 15 142
CYP 17 42 165 13 188 423

An interesting finding emerges whenthe level of CY P generated through methods supplied by
the CBD agents (see Table 111.2) is compared with the level of CY P generated through methods
referred (see Table 111.3). For all except the FPAK programme, the CBD-supplied methods
generate higher levels of CYP than the methods for which clientsare referred, whichsuggests
that the programmes ar e having their biggest effect on fertility through the agents roleasa
direct sour ce of supply for certain methods?. The FPAK programme (and probably the NCCFP
programme?’) demonstrates, however, that it is possible for the CBD agents to greatly increase their
effectiveness by paying attentionto promoting and counseling clients on clinica methods, and especially
the permanent methods. The three other rural programmes work with populations similar to those
served by the FPAK agentsand so there would seem to be a possible “ missed opportunity” for them

to devote more time to discussing these methods with their clients.

26 From the perspective of the overdl national family planning programme, however, attributing effective
referrd CYP to the CBD agent who makes the referrd is, in effect, ‘double-counting” as the clinic supplying

the method will aso claim to have generated the CY P provided by the method.

27 The NCCFP CBD agents do not record clients who they accompany to their own clinics for the injectable
and IUCD, and so these'referrds’ are not reported. The true level of CYP generated through effective
referrals is therefore much greater, and would possibly be as high as or higher than the CBD-generated
CYP.
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C) Average outputs per CBD agent

The differences between programmes, in terms of the overal volume of clients met,
contraceptives distributed and level of CY P provided, do not reflect the relaive effectiveness of each
programme as these output measures are clearly related to the number of CBD agentsin a programme
and to the way they operate. For comparing programme effectiveness, therefore, amore appropriate
set of indicators would take account of the number of CBD agents providing the services, that is, the
average annual outputs per CBD agent.

Table I11.4 below describes a number of indicators of average annual output per CBD agent
for 1994. These ratios were obtained by smply dividing the total values for each output by the total
number of CBD agents in each programme; consequently, the data problems described earlier also
apply to these findings. Several conclusions can be drawn.

# First, regar dlessof programme type or location, all CBD agents see, on aver age, more
revisit than new clients, and only a small proportion of their clientsarereferred for
clinical methods. As was suggested in the previous section, however, this varies by
contraceptive method. For the pill, the proportion of revisitsto new clientsisquite high, usualy
by afactor of two to four times (only the FL PS programme has an amost equal ratio). For the
condom, the agents in the FPAK, MY WO and NCCFP programmes all saw more new than
revigit clients; thisis probably because many condom clients may be one-time clients who get
their regular supplies elsewhere.

Tablelll.4 Averageannual client vidits, referralsand CYP per CBD agent
by programme and method

RURAL VILLAGE DEPOT /HOME VISIT MODELS

Programme Clients met CYP
Referrals
Total New Revisit CBD-supp. referral
FPAK 624 254 370 35 74 82
MYWO 202 80 122 13 34 28
CHAK 203 69 134 5 32 15
MOH/GTZ 88 30 58 3 11 na

URBAN CLINIC OUTREACH MODELS

NCCFP 1,445 735 709 10 205 110
NCCS 428 118 310 3 55 6
El PS 222 94 128 2 44 6
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Second, agents in the ur ban-based programmesare meeting mor e clientsthan agents
in the rural programmes, which is not altogether surprising given that they generaly livein
more densely populated areas. The agents in the MOH/GTZ programme clearly have the
lowest average outputs, but this is expected as the programme was explicitly designed to have
ahigh number of fully voluntary but relatively low-performing agents per community.

Third, the CBD agents in two programmes, the urban-based NCCFP and the rural-
based FPAK programme,are clearly more effective overall; indeed, the average number
of clientsmet by the NCCFP agentsis probably amongst the highest in the world forany CBD
programme. This may well be because NCCFP agentsarefull time, salaried employees, and
because many of their client interactions appear to be for condoms whichtake areaively short
amount of time. However, the referrals made by the NCCFP agents also yield a high level of
CYP - an average of 11 CYP per referral, compared with the 2-3 CY P per referral for the
other programmes. (Though thefigureissomewhat inflated by the exclusion of referralsfor the
IUD and injectable for the NCCFP program; including these methods which have lower CY Ps
would reduce the average CYP pre referral.)

The FPAK agentsare part-time and providedan allowance, athoughthe MY WO and CHAK
programmes also functioninthisway. Theagentsinthe CHAK, MY WO and the urban-based
FLPS programmes have similar levels of productivity, athough they do not provide similar
levels of allowances for their agents. Some possible explanations for these differences in
productivity are explored in alater section.

Fourth, the average CYP generated per client met for agent-supplied methods is
between0.12 and 0.20. Thisindicator measuresthe ratio of the average amount of CY P that
is generated for each time an agent meets with a client to provide a method®. For all
programmes in this study, CBD agents only record those meetings for which they delivered
contraceptive commodities, and so, intheory at least, each visit should generate some level of
CYP. Thehighest level was achieved in the urban-based FLPS programme (0.20), followed
by the rural-based MY WO programme (0.17), with the other programmes achieving between
0.12 - 0.17 CYP per client. The rural-based FPAK programme, which is the most effective
on other measures, isactualy thelowest onthisindicator (0.12). Thus, it takes5-8 meetings
with clients to generate one CYP. Why there should be these differences between
programmes is not clear; the most probable reason is that agents in the FLPS and MYWO
programmes may give more pill cycles or condoms during each meeting.
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It is not necessarily a helpful indicator for CBD programmes as many meetings between agents and clients
are purely for information exchange or for other non family planning service delivery activities. However,
if the non-service delivery meetings are excluded from the records then it is valid to use.
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d) Comparative productivity of CBD and clinic programmes

The productivity of CBD programmes relative to clinic-based programmes is of interest to
programme managers, but was not addressed directly inthisstudy. Findingsfrom the population survey
reported above suggested that, in their catchment areas, CBD agents appear to be a more important
sourcefor pill and condom clientsthanthe clinics. Although data on clinic outputsin the areas covered
by CBD agentswere not obtained, some data collected fromthe CHAK programme on its clinics and
CBD agents allow a crude comparison to be made.

Of the 21 hospitds under Figurelll:1 Proportions of CBD vs clinic outputs
CHAK's management, nine are linked for the CHAK programme, 1994
with CHAK's CBD programme. As

Figure 111.1 shows, in 1994 the 527
CBD agents located in these nine sites

generated more CYP for distributing g Rt .
pills, condoms and spermicides, than all

programme produced 66 percent of all i

family planning clients met by both e e
the total CYP generated for pills,

condoms and spermicides. For all

hospitds and their associated CBD  SBPS =21 HOSFITALS
agents, the hospitals contributed almost

met more new and revist clients, and S PACEEAM
21 CHAK hospitals. The CBD

programmes and provided 70 percent of ~ NEW CLENTS & REVISITS  CYR-CBO METHODS TOTAL CYP
methods provided through the nNiNe  .u; erocram = 5 saree sa7 cao agents

60 percent of the total CY P generated as would be expected.

e) Factor s determining programme performance

Why CBD programmes perform differently is akey question, the answers to which can assist
programme managersto understand thelr programmesbetter and canhep policy makers better alocate
resources. A number of factors which are frequently thought to contribute to these differenceswill be
examined in this section, namely: the demand environment in which agents operate; agents
remuneration; supervision of CBD agents; the relationship between CBD agentsand clinicsin the same
geographical area; the sex of the agent; and other socioeconomic characteristics of the CBD agents.
The data for this section are drawnfrominterviewswith 199 CBD agents, with up to 20 CBD agents
being interviewed in each of the study sites.

) Demand environment
As shown above, programmes based in urban areas are more productive than those located

inrural areas, with the exception of the rural FPAK programme. Generally speaking, attitudes toward,
use of, and consequently demand for family planning services are amost always higher for urbanrather
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than rural populations, and thus urban-based agents are likely to find a more ready audience for their
services. Moreover, urban areas have higher popul ation densities, thereby facilitating easier accessand
communications between agents and clients and ensuring a larger potential client base from which to
draw.

Within the rural areas, CBD Figurelll.2 Mean CYP per agent by demand
agents were sampled according to environment
existing high or low level of contraceptive
use (and, by implication, a high or low
demand for therr services), and their
performance analyzed in terms of the
mean CYP per agent for the agent- AAleH
provided methods (see Figure 111.2). ol Akd
These data indicate that for every NG
programme except the CHAK
programme, the agents located in the
area with a higher contraceptive
prevalence performed better than
agents from the same programmein
sites with a lower CPR. This finding
supports the expectation that the demand
environment is a determinant of agent performance. Forthe CHAK programme, the probable reason
for this difference was that the agents in the low prevalence ste (Kericho) were being given an
alowance, whereasthosein the higher prevaenceste (Meru) siteswere not. Thissuggeststhat agent
remuner ation may also be a powerful determinant of performance and may override the
influence of the demand environment.
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i) Remuneration of CBD agents

Remuneration of CBD agents has been one of the most highly debated issues
throughout the evolution of the Kenyan CBD programmes. Asdescribed in Section |, arange
of types of remuneration and/or incentive schemes are used by the programmes. The NCCFP
programme is clearly the most effective of the three urban programmes, but it is aso the only
programme for whichthe agents are full-time, salaried workers, in effect outreach agentsfor the clinics.
For the other two urban programmes, the NCCS programme, with agents given non-monetary
incentives only, performed substantially better than the FLPS programme, whose agents are given a
financia allowance.

Amongst thefour rural programmes, the programme that only provides non-monetary incentives
(MOH/GTZ) clearly performed most poorly in terms of per agent effectiveness. The remuneration
structuresfor the other three programmes are smilar in that they dl provide financia allowancesto their
agents (although CHAK's allowances are comparatively lower, and agents at some CHAK sites are
not remunerated at al), but the agents in the FPAK programme consistently outperformed thoseinthe
MYWO and CHAK programmes. This would suggest that there are characteristics of the FPAK
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programme beyond remuneration that encourage its agents to perform better than their counterparts
in the other programmes.

The reationship between level of remuneration and performance is not
graightforward. Correlations were calculated betweenthe level of personal remuneration and three
output indicators (number of new and revist clients met/visited; number of effective referrals; and CY P
provided). The results indicate that there was a weak but significant positive relationship
betweenlevel of remuneration and number of client visits made and amount of CYP provided,
athough there was no sgnificant relaionship with the number of clients referred. This supports the
intuitive assumptionthat CBD agentswho are remunerated would be more productive than those who
are not, but the weakness of the relationship and the inconclusive results suggest that higher pay does
not automatically lead to higher outputs.

Remuneration appearsto influence agent satisfaction. When asked what they did not
like about their CBD work, only haf of the agents had complaints, but amongst those who did have
complaints, too litle pay and too much work (17 percent), working for no pay (15 percent), and
strained relations with their spouse because of doing unpaid work (2 percent) did arise. These
complaints were raised by CBD agents from all the programmes.

The non-monetary benefits gained from being a CBD agent may also influence
performance. For example, off-gte training isseenasgiving agents an opportunity to vigt other places
and to meet with locally-based professionals, as well to acquire technical knowledge in family planning
and other health issues. Both factors provide them with status in their communities. In addition, the
opportunity to interact directly with local leaders and the general recognition gained from community
members were stated as reasons for taking on the work and for what they liked most about the CBD
work.

iii)  Supervision

Most successful CBD programmes around the world have strong management coupled with
an efficient supervisory system. The importance of these factors was confirmed in this study: the four
programmes with the highest average outputs per CBD agent (NCCFP, FPAK, NCCSand
FLPS) all have supervisory systemsthat require the supervisor to have individual and group
supervisory contacts with CBD agents on a monthly basis. A summary of the programme’s
supervisory structuresis given in the box on the next page.

Guidelines for Kenyan CBD Programmes suggest that agents should have both an individua
supervisory contact and one group meeting with their supervisors once amonth (NCPD 1986:30). On
average, most CBD agentsreported receiving three supervisory visitsin the previous three
months,that is, receiving the suggestedlevel of supervision, withthe FLPS (10) and NCCS (6)
agents having substantialy more. More than one quarter (29 percent) of the agents interviewed,
however, had not been visted at dl in the last three months; most of these agents were with the
MOH/GTZ and MYWO programmes. A statistically significant relationship was found between the
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frequency of supervisionand the agent’ soutputs®, leadingto the conclusionthat CBD agentswho are
supervised more frequently tend to meet withmore clients. Askedif thefrequency of supervisory
vistsshould be more or less often, nearly one half (46 per cent) of the agents were not happy with
the current level, with most of these (91 percent) preferring more frequent supervision. Most of the
agentswho wanted more frequent vistswerefromthe CHAK,MOH/GTZ,and MY WO programmes.

29 This andlyss exdudes the FPAK agents because of confusion in responses between the role of the Field
Worker, who is the agents' immediate supervisor, and the Supervisor, who supervises Field Workers.
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Summary of CBD supervisory systems

H The NCCFP programme supervisors also have clinic duties and are not paid directly from the CBD
programme.  Although this arrangement does not provide many opportunities for the supervisors to
supervise the agents in the fied, each supervisor is responsible for only a few agents and dl CBD
agents report to the clinic every morning, which facilitates daily monitoring of individua CBD activities.
Moreover, the CBD agents make a monthly activity schedule which they give to their supervisor.

H The supervisors in both the NCCS and FLPS programmes are programme staff with no other duties and
report directly to the Project Manager. These supervisors are expected to be in the field daily, except
when they have record keeping activities a the dlinic or project office.  They make monthly schedules
to plan visits to individua CBD agents and to plan monthly joint IEC and commodity resupply meetings
with groups of CBD agents.

In the NCCS programme, supervisors work closely with loca leaders to organize group IEC and
contraceptive distribution activities, and regulaly hold meetings involving loca leaders, CBD agents
and project staff (including the manager) to discuss project progress and problems. This interaction
with locad leaders creates an enabling environment for continuous cooperation between programme
staff, locd leaders and their communities, and CBD agents. It aso allows community leaders the
opportunity to monitor, abeit indirectly, the activities of CBD agents. Despite the high turnover rate
amongst NCCS CBD agents and their non-remuneration, the NCCS agents perform relatively well, and
this may be partly attributable to this high level of community interaction.

# The FPAK and MYWO programmes have similar supervision structures, but different operating
procedures. FPAK has full-time Field Workers each supervising about 15 CBD agents, who report to
district-level Supervisors, who in turn report to the Area Manager, who has responsibility for managing
dl FPAK activities a& the arealprovincid level. Area Managers report to the Programme Officer at
headquarters. MYWO has full-time Divisiona Coordinators with a medical training background who
report to District Coordinators, who in turn report directly to the Family Planning Manager at the
headquarters. Until 1994, MYWO did not have the equivaent category of the FPAK Field Worker, but
has since adopted the policy of full-time paid Supervisors reporting directly to the Divisiona
Coordinator.

FPAK fidd workers and supervisors have more individual contact with CBD agents on a monthly basis
than the MYWO divisona and district coordinators, including a full day meeting between the
supervisor, field workers and CBD agents, and monthly visits to CBD agents individualy. The MYWO
District Coordinator relies mostly on reports and records from the Divisiond Coordinator and has little
or no contact with individua or groups of CBD agents. The MYWO Divisiona Coordinators hold
monthly meetings with groups of CBD agents.

# Each site in the CHAK programme has two “motivators’ based a the clinic who are the immediate
supervisors for the CBD agents. They also have clinical responsibilities, but are directly answerable to
the CBD Fecilitator for their CBD work. The CBD Fecilitator is a trained nurse who works full-time
overseeing 15-65 agents at each site, and reports to both the Family Planning Nurse Coordinator at the
clinic and the Health Services Director a the CHAK headquarters.

# The Supervisors for the MOH/GTZ programme are the medical staff based in the nearest MOH clinic and
are not paid separately for their CBD supervisory work, which may make it difficult for them to give
sufficient attention to individua CBD agents. The CBD agents meet their supervisor on a monthly basis
a the clinic but the supervisors do not make visits to individual agents as there are too many CBD
agents per supervisor. The supervisors send their reports directly to the MOH/GTZ office in Nairobi.

_______________________________________________________________________________________________________________________|
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iv) Sex of the CBD agent

An OR study undertaken by FPAK (FPAK & The Population Council, 1994) showed that
involving males in CBD activities as distributors and as clients increased condom use by males and
levels of inter-spousal communication on family planning. It is encouraging to note that most CBD
programmes have recruited some menas agents, athough they are sill the minority. Section |1 showed
that CBD agents are reaching both males and females in their catchment areas, but whether the sex of
the agent makes a difference is an important issue.

Programme-level data cannot address this issue because none of the programmes
disaggregate their services statistics by sex of the client. Amongst the 199 CBD agents
interviewed, however, 41 were malesand so it was possible to |ook at the relationship between the sex
of the agent and their outputs.

The andlyss indicated that, overall, thereis a relationship between the sex of the agent and the
number of clientsvisits/meetings, and the CY P generated from agent-supplied methods. Female CBD
agentshad, onaver age, higher numbers of clients (304 ver sus 152) and providedhigher levels
of CYP (51 versus 29) than male CBD agents.

Two sites had only fende CBD Figurelll.3 Mean CYP provided by sexof agent
agents, however, and so if these are and demand environment
excluded from the analysis, itispossible to
compare female and male agents working
in essentialy the same conditions.  As
showninFigure I11.3, infive of the eight
sites the male agents providedamean
level of CYP about the same as or
higher than their female counter parts
(these differences were not
statistically significant). Whether ther
clients are predominantly men or women
cannot be known from the service
statistics, however.

Data collected fromthe catchment
area populations (and reported in Section
[1) indicate that a higher proportion of menthanwomen reported getting methods fromthe CBD agent
inthe high demand sites for the MOH/GTZ and CHAK programmes (whichalso had a comparatively
high percentage of male CBD agents), but whether they obtained their method fromamde or afemde
agent is not known. It appears, therefore, that male CBD agents are at least as active asfemale
agentsinreaching clients, but whether they tend to serve clients of their own or either sex is
not clear.
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V) Relationship between CBD agents and referral clinics

All except the MY WO programme have their own clinics to which clients can be referred®,
athough even in programmeswith their own clinicsagents do refer their clientsto other clinics. When
guestioned about the nature of their working relationships, both CBD agents and clinic staff
stated that they were good in all aspects. There was no difference in the perception of this
relationship between highand low performing agents. Although aquarter of the clinic staff said that they
didn't feel that CBD agentswere competent, the vast majority (91 percent) indicated that they had an
established relationship with the CBD agents in their area, and 86 percent of these described their
relationship as good.

Clinic staff interviewed seemed to understand the role and function of CBD agents and of the
referral system. Methods of making the referral seem to vary:

# more than one haf the dinic staff (56 percent) reported that CBD agents give referral cardsto
ther clientswhichare then signed when the service has been provided and a section of the card
is given to the client to take back to the CBD agent;

# over one quarter of dinic staff mentioned that the CBD agents personally bring the clientto their
clinic;

# and 18 percent of the dinic staff indicated that the CBD agents give verbal, rather thanwritten,
referral messages to their clients.

These three referral mechanisms were mentioned by staff from clinics in al study sites, i.e.
agents in the same program would use different referral mechanisms. Agents may use whatever
approach they feel is most appropriate for the client, the method preferred by the clinic, or whatever
iseasiest for the client. According to the dinic staff, CBD agentsrefer clientsnot only for contraceptive
supplies and checkup, but also for MCH services, manutrition, pregnancy tests, other illnesses and
STD/HIV diagnosis and treatment.

Most (87 percent) staff fromclinicswithanestablished CBD referral systemreported that there
have been no problems that they know of with the referral system; indeed, almost haf the staff reported
that they also refer ther clientsto the CBD agents. However, amost onethird of the CBD agents said
that some of their clients had complained to them about bad treatment at the clinic, including denia of
some of the servicesfor which they were referred, rudeness from clinic staff, long waiting times, clinic
staff failing to honor areferral card, and having to buy medical supplies before getting a service.

vi) Personal characteristics of CBD agents

Significant differ enceswere found betweenagents from the different organizations in
terms of their educational, marital and religious characteristics (see Table111.5), but there

30 In a fewv FPAK CBD sites, the agents have to refer their clients to the nearest MOH clinic as there is no
FPAK clinicinthevicinity.
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was no difference in the agent's average age. The urban-based programmes, and the rural
MY WO programme, tended to have better educated agents, with 58-68 percent having secondary or
above education. Although the majority (72 percent) of agents overall were Protestants, one-third of
the agents in the three urban-based programmes were Catholics. Most agents (78 percent) were
married monogamously, although one-third of the agents in the MOH/GTZ programme were in a
polygamous marriage which reflects the norms of this part of Western Kenya.

To find out whether their personal characteristics influence an agent’s performance, the
relationships between these characteristics and the three output indicators were analyzed. All
relationshipswerefound to be very weak, suggesting that an agent’ s age, educational level, marital
status and religion make very little differenceto their productivity.

Tablell1.5 Percent Distribution of CBD Agents by Selected Personal Characteristics
According to Programme

FPAK MYWO MOH/ CHAK FLPS NCCFP ALL
GTzZ & NCCS
n=40 n=40 n=40 n=40 n=19 n=20 n=199
AGE
20-29 16 20 10 8 21 10 14
30-39 45 53 56 55 52 60 53
40-49 35 25 33 31 27 20 30
50+ 5 3 3 8 0 10 5
Meen age 38 36 38 39 35 38 37
EDUCATION
None/primary 53 43 58 53 32 40 48
Secondary/tertiary 48 58 43 48 68 60 52
RELIGION
Cathalic 23 10 18 15 32 35 20
Protestant 70 80 73 85 63 45 72
Other 8 10 10 0 6 20 8
MARITAL STATUS
Monogamous 80 85 65 90 68 70 78
Polygamous 8 3 33 5 11 0 11
Sngle 3 5 0 0 16 10 4
Fver married 10 8 3 5 5 20 8
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IV: COST AND COST-EFFECTIVENESS
OF CBD PROGRAMMES

a) Introduction
The cost analysis had three objectives:
i) to calculate the total costs for each programme according to major cost categories,
i) to estimate the unit cost per selected output for each programme;
11); to compare the cost-effectiveness of the different programmes.

The analysis focused on the costs of providing services incurred by the CBD organizations
themselves, i.e. the programme costs. The financial costs to the client of recelving the services were
not considered for two reasons. Firstly, the services are provided for free in al programmes, and
secondly, dl programmes operate at the community level and so it is reasonable to assume that any
travel costs incurred by a client would be minimal and approximately equal for all programmes.

Data were collected from the organizations headquarters for the year 1994, the most recent
year for which complete financia records were available. Data were collected using individual
interviewswith key personnel (e.g. programme officers/ managers, accountants and supplies officers),
and abstraction of financial records.

For dl organizations, the CBD programme is only one component of their overall activities, and
thus several items have joint costs, that is, costs shared between the CBD programme and other
programmes within the organization. The percentage of an item's total cost that was incurred by the
CBD programme was cal culated based on estimates provided by the staff interviewed.

The cost categories were divided into capital and recurrent costs®. Capital costs describe
those items in a programme which are purchased once only and have an expected useful life of more
than one year; examplesinclude equipment, vehicles, buildings and basic training. Recurrent costs are
those items which are purchased regularly as they have useful life of less than one year; examples
include materials, contraceptive suppliesand staff time. A full description of these cost categoriesand
their calculation for this study is given in Appendix Two.

Contraceptive commodities are aspecial type of recurrent cost because all contraceptives are
currently donated free of charge to the organizations, viathe MOH logistics management system, by
international agencies. Following conventional practice, the cost which the organization would have had
to pay if it was to actually purchase these contraceptivesisincluded as a recurrent cost inthe analyss.
This is done to give a more accurate picture of the true economic cost of providing the total service,
because these inputs are critical.

31 These definitions follow those proposed by Janowitz & Bratt (1994) and Reynolds & Gaspari (1985).
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b)  Costsof CBD programmes

) Total programme costs TablelvV.l1 Total costs of
CBD programmesin 1994

Table IV.1 presents the total costs in Kenyan shillings o —

for each of the sevenCBD programmesfor 1994. These costs Programme Cost (K shs)

are based onthe assumptions and cost annuaizationprocedures

. , - ) MYWO 39.96 million
described in Appendix Two. The validity of these calculations
was tested through a sensitivity analysis, the results of which are FPAK 33.78 million
given in Appendix Two, and were found to be sufficiently MOH/GTZ 33.49 million
robust. As the table shows, the most costly programmes are
CHAK 11.53 million

those that are the large-scale rural programmes, which have the
largest number of CBD agents and the biggest catchment areas NCCS 9.01 million
to cover. In US dollar terms, these annual costs vary from
$714,000 forthe MY WO programmeto $59,600forthe FL PS
programme (using an exchange rate of $1 = 56 Kshs). In FLPS 334 million
themselves these figures are not particularly useful, and so the

remainder of this secti onwill focus on the di stributi 0N Of COSt S by =
cost category and by capital and recurrent costs.

NCCFP 6.22 million

i) Cost categories

Table1V.2below breaks down the total cost for each programme by the maj or cost categories.
The resultsshowclearly that programme staff are proportionately the highest costs currently
incurred by all programmes. [f contraceptive commodities had to be purchased, however,
these would make up anything from 20 to 40 per cent of a programme’ stotal budget and would
becomethe largest cost for the FPAK and NCCFP programmes.

TablelV.2 Percent Distribution of Programme costs by major category in 1994

FPAK FLPS CHAK MOH/ MYWO NCCS NCCFP
GTZ
Contraceptives 37 20 28 29 22 35 42
Programme staff 35 35 33 46 31 38 28
CBD agents 13 13 11 0 15 0 19
Materials 4 14 4 16 8 5 4
Transport! 7 12 17 4 18 7 5
Training 1 1 1 1 3 04 2
Other costs? 4 5 6 3 4 15 1

1 = Fuel, maintainence and public transportation
2 = Includes other capita costs (e.g., furniture, equipment, vehicles and buildings) and utilities.
|
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Other findings shown in this table to be highlighted include:

Remuner ationof CBD agents, throughallowancesand salaries, takes 11 to 19 per cent
of the budget for those programmes which give financial remuner ation.

Cogtsincurred for CBD training are asmall proportionof the total program costs for
all programmes. Although basic training is an important input during the initiation of a new
programme, and refresher training important in maintaining quality during a programme's
operations, on an annual basis it takes a very small proportion of the total costs.

Trangportation costs are a substantial proportion of the annual costsfor the MYWO
and CHAK programmes. These high costs are probably attributable to their supervision
systems which require headquarters staff to make several supervisory visits to the field.

The “other costs” category for the NCCS programme is comparatively high, probably because
it isasmall programme but has alot of its own equipment, such as a computer and vehicle.

Materials take up a large proportion of the MOH/GTZ and FLPS programme budgets. The
MOH/GTZ programme provides a large number of materids to its agents, partly in lieu of a
financial remuneration, and the FL PS programme suppliesitsagentswith alotof IEC and other
materials for delivering services.

1) Capital andrecurrentcosts. A distinction between the proportion of thetotal costsallocated
to capital and recurrent costs is useful when planning whether and how a programme could expand.
Thisis because it is usualy the recurrent costs (which are variable and depend heavily on the amount
of servicesprovided) thatwill increase more than the capital costs when an exigting programme expands
its operations. Consequently, programmeswith a lower proportion of their costs being spent
on recurrent items normally have the potential to expand more easily. Fromthe cost analysis,
it appears that six of the programmes had over 94 percent of their costs spent on recurrent items; the
one exception isthe NCCS programme, which spends 85 percent. This programme would seem to
be likely to be able to expand most efficiently. Conversely, programmeswith alow proportion of their
total costs going to capital items do not require highlevels of fixed capital expendituresto operate, and
S0 can probably absorb fluctuations in their annual operating budget more easily.
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2) Headquartersand field costs As expected, the proportion of costs spent in the field
were generally greater than those incurred at headquarters, ranging from 99 percent for the
FPAK programme to 44 percent forthe MOH/GTZ programme. Part of the explanation for the range
in distributions between programmesmay lie, however, inthe definitions used. For example, the FPAK
programme has decentralized much of its operational responsibilitiesto its District offices, and so much
of what other programmes would classify as “headquarters’ (i.e. management) costs are categorized
as“field” costs. The MOH/GTZ headquarters proportion is high because it currently has ahigh level
of staff costs at the headquarters, due in part to having expatriate staff acting in an advisory capacity.

C) Cost-effectiveness analysis

A cost-effectiveness anaysis (CEA) was undertaken to compare aternative models for
providing family planning servicesthrough CBD agents. It isimportant to note that this CEA uses data
for one year only (1994), and thus does not look at changes in costs and outputs over time. A CEA
produces a cost-effectiveness ratio for each CBD programme in terms of the total cost per unit of
output. The definition of output is therefore extremely important as it must be an output whichcanbe
compared across all sevenprogrammes. Dataon several outputs were collected, but difficulties were
encountered with two programmes (the MOH/GTZ programme and the Nairobi component of the
FLPS programme) in providing data on effective referrals and CY P for referral methods, and so these
output measures are not included.

The two ratios presented below are ‘crude’ unadjusted ratios that have been computed by
amply dividing the total CBD programme costs by the total vaue of the output because the data
available were of insufficient quality to calculate ‘adjusted’ ratios as proposed in the box below.

Calculating cost-effectiveness ratios

Janowitz and Bratt (1994) suggest two ways in which these ratios could be calculated. Both approaches require
that programme costs can be accurately allocated, either to the process of distributing one unit of a contraceptive
method, or to the costs of undertaking one visit / meeting. In addition to those item costs (e.g. commodities)
which can be dlocated completely to a specific method or visit, a proportion of the joint recurrent and capital cost
items need to be dlocated to each method or visit, which is extremdy difficult to do. Janowitz and Bratt
recommend identifying one key programme item as the “dlocation variable,” calculating the joint cost proportions
for this item, and then using these proportions to alocate the total programme costs. For this analysis, the
agents time is used as the key programme item, and so agents were asked to define how they alocated their time
between different activities. Unfortunately the responses given were of extremely low validity and so have had
to be abandoned.

Another approach is to use an agent’s total outputs as the dlocation variable, and to make cost
dlocations based on the proportions contributed to the total outputs by each activity, on the assumption that
costs incurred are directly related to the volume of each output produced. Although far from ideal, the total
programme cost dlocated for each CEA ratio has been made under the following assumptions. For the cost per
total dient visits, it was assumed that CBD agents spend virtualy all their time visiting or meeting clients for
family planning information and services, and that minimal time is spent on other activities. It was further
assumed that other programme costs are dl incurred in support of the CBD agents family planning activities, and
so they were aso dlocated to supporting family planning visits / mestings. For the cost per CYP, a crude
“alocation” technique was used by assuming that al programme costs ultimately go toward providing
contraceptives, athough in reality CBD agents spend time on referrals for FP and other non-FP activities and on
IEC activities.

____________________________________________________________________________________________________________________________|
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Consequently, the two cost-effectiveness ratios which are comparable across most of the
programmes are presented.

i) Cost per client met/visited FigurelV.1 Cost per client met (1994)

Figure 1V.1 indicates that most
programmes ar e able to limit the costs of
meeting clientstoKshs 70- 106 (i.e. $1.3
- $1.9) per client met. Two programmes,
however, appear to be less cost-effective
when measured by this ratio, with the rural
MYWO programme costing Kshs 148
(%$2.6) and the urban FL PS programme Kshs
204 ($3.6) per client met/visited. These
higher cost-effectiveness ratios are probably
due to the fact that these two programmes
had the highest level of programme operating
costs (see Table IV.2) which, when combined withthe fact that their agents are only inthe mid-range
of effectivenessin terms of number of clients met (see Table 111.4), leads to alow cost-effectiveness
ratio.

kevosHings

i) Cost per agent-supplied CYP  FigurelV.2 Cost per CBD-CYP (1994)

FigureV .2 describes the cost per
CY Pgenerated by those methodssupplied
by CBD agents. Given the unadjusted
approach used to calculate the cost-
effectiveness ratios it is not surprising to
see a Smilar pattern  across the
programmes, i.e. five programmes have
approximately smilar levels of cost-
effectiveness ($11.2 - $13.5) and two
programmes being substantially less cost-
effective. Thisfinding confirms that rural
and urban CBD programmes can
achieve similar levels of cost-effectiveness, and that for the less cost-effective programmes
the reason is not because of wher e they oper ate.

Although the NCCFP programme was shownto have the highest outputs per CBD agent (see
Table 111.4) and is quite cost-effective on both ratios, it isnot the most cost-effective programme. This
may be partly because of the relaively high proportion of programme costs alocated to agent
remuneration (19 percent) compared to the other programmes which remunerate their agents. For
example, the NCCFP agents produce more than double the output per agent of the FPAK agents, but
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they also receive more thantriple the remunerationof the FPAK agents. Conversely, the MOH/GTZ
programme had the lowest outputs per CBD agent, but the programme incurs no costs for CBD
remuneration; its overall cost-effectiveness ratios are, therefore, relatively low.

There are two possible explanations forthereatively highcost-effectivenessratiosforthe FL PS
programme. First it isasmall programme (athough the NCCFP programme hasfewer CBD agents)
whichmeans that it cannot enjoy the economies of scale of the larger programmes. Secondly, in 1994
its Kisumu site had only recently started operating and so may have beenincurring initia start-up costs.
The small proportions of total costs allocated by FL PS to capital costs (3.9 percent) and headquarters
costs (3.5 percent) for 1994, however, do not give strong support to this possibility.

TheMYWO and CHAK programmes are mucholder and larger programmes operating CBD
models similar to the FPAK programme, but they have relatively higher cost-effectivenessratios. This
may be due to, among other factors, their supervision systems described in section 11l.  Both
supervisory systems appear to be less effective, which contributes to arelatively low output per CBD
agent (compared with the similar FPAK programme). The supervisory systems are a'so more costly,
in that the MYWO and CHAK programmes use both alarger proportion (18 percent and 17 percent
respectively) and an absolute amount of their total budget ontransportationthanthe FPAK programme.
The FPAK and CHAK programmes spent about the same absolute amount on transportation but the
FPAK programme covered a larger geographical areaand had more agents, the MY WO programme
has twice as many agents in fewer sites than the FPAK programme but spent three time as much on
transportation.
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V: QUALITY OF CARE PROVIDED
BY CBD PROGRAMMES

a) Measuring quality of care

To measure the quality of care provided by the CBD programmes, this study was guided by
the indicators proposed by the Service Delivery Working Group of the USAID-funded
EVALUATION Project (The EVALUATION Project, 1993). The Working Group proposed 38
indicatorsorgani zed according to the six elements of the Bruce-Jain framework (Bruce, 1990), aithough
the Group acknowledged the limitations of applying this framework to a CBD rather than a clinica
setting.  The results presented in this section will also be organized according to this framework.

The most frequently used methods of TableV.1 Number of CBD clients
collecting data on service qudity are interviewed by programme and

observations of client-provider interactionsand method used
exit interviews with clients, but these could N0t e ———_O__3__> _§ i

be use_d in this study because of re§ource Programme Pill Spermicide Condom
constraints. Instead, data collected during the

catchment area survey from respondents who FPAK 10 0 1
indicated that they obtained their current MYWO 16 1 5
method froma CBD agent have been used. It

is acknowledged that such retrospective data MOH/GTZ 5 0 0
may be less valid than data collected through CHAK 16 0 >
directly observing the client-agent interaction

and/or interviewing clients immediately after FLPS 4 9 0
such an interaction, but it is fdt that the data NCC 1 0 0
avalable from the 98 interviews with clients

who were current CBD agent clients is [LALL %2 ! S

sufficiently vaid (see Table V.1).

It should be noted that most of the
respondents were usng the pill, that the CHAK programme isover-represented in this sample, and that
for the respondentsinthe NCC catchment area it was not possible to distinguishwhether they had been
served by an agent fromthe NCCS or NCCFP project as both operated in the same area. Information
collected from programme records, through interviews with programme staff and CBD agents, from
CBD agent records and from an inventory of the agents' equipment and supplies are also used.
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b)  Interpersonal relations

This element is difficult to measure accurately, evenwith direct observation of the client-agent
interaction. All programmes appear prepared to address this issue because they all report that “good
interpersonal kills” was one of the criteria they use when recruiting CBD agents and that training
included developing a good interpersona relationship with clients. When asked, 74 percent of the
CBD clientsreported having been given the opportunity to ask questions during counsdling,
which is one indicator suggesting that interpersonal relations are probably satisfactory.

C) Choice of method

To provide a qudlity service, a CBD agent should be able to offer a wide choice of methods
(directly or through referral), and should discuss severa methods with the client to help them make an
informed choice. All the CBD programmes allow their agents to distribute combined pills, condoms,
and spermicides (foamtablets, creams and jellies), and to refer ther clientsto clinicsfor clinica methods
and medical checkups. Moreover, the national CBD curriculum includes training in both clinical and
non-clinical methods.

Whilethe vast majority of the CBD agents who wer e inter vieweddid have suppliesof
pills (95 per cent) and condoms (85 per cent) available, very few had any spermicides; only 28
percent of the agents (all from the FPAK and FL PS programmes) had foaming tablets, and none had
jellies or creams. This places a limit on the range of methods directly available to clients®.

A group of Kenyan medical experts® had recommended that CBD agents should provide only
low dose pills to new clients because they cannot provide a full physical examination prior to use.
Although no agent had only high dose pills in stock, with the exception of agents from the
MOH/GTZ programme (who had only low dose pills), agents from the other programmes
stocked both low and high dose pills. The proportions of agents found to have specific brands of
pills are as follows:

32 The non-availability of foaming tablets was due to a nationwide shortage at the MOH Central Medical
Stores, and is thus not a reflection of the logstics management systems of the CBD programmes
themselves.

33 The Kenya Obstetrical and Gynecologica Society held a pre-Congress Symposium in February 1993 to

discuss the issue of whether a mandatory physical examination was a pre-requisite to ord contraceptive
provision by CBD agents. After much debate, the Symposium arrived a the conclusion that CBD
programmes should provide “only the low dose OCs’, and when this is done “physica examination was
not mandatory prior to use’ (Ndavi 1993:3). These recommendations were to be sent to the Director Of
Medica Services and to the Director of NCPD “for immediate implementation nationally,” but no action has
yet been taken.
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Low dosepills: High dose pills:

Microgynon (96%) Eugynon (56%)
Microlut (62%) Neogynon (28%)
Logynon (20%)

Trinodiol (13%)

Nordette (10%)

Marvelon (9%)

Almost 80 percent of the CBD clients interviewed said that the agent discussed
methods other than the one they chose, and told them that they could change the method if
they wanted to, and 90 percent said that they received their preferred method®. Although
asking clients about these issues may be prone to some courtesy bias, these data suggest that clients
either know what they want when they meet witha CBD agent and/or are given a choice of more than
one method.

d) Provider -client infor mation exchange

Two indicators were used to measure whether the agents tried to understand their clients
reproductive intentions. More than three quarters of the CBD clients reported that they were asked
why they wanted to use family planning. Thus, it would appear that most CBD agents aretrying to
find out, at least broadly, their clients reproductiveintentions. Secondly, 75 percent of clients
repor tedthat the agent asked them about their medical history, indicating that some form of
screening for inappropriate methodsis also taking place.

A series of questions were asked to assess the information provided when clients were first
given their current method. The mgjority said that they were:

shown how to use the method they received (90 percent),

told what to do if they experienced problems with the method chosen (83 percent),
informed that they could change the method (83 percent),

informed about the possible side effects of their method (73 percent),

satisfied overall with the information provided to them (83 percent).

OO O OO

The CBD agents were asked through open-ended questions to spontaneously describe the
information they normaly collect from and give to new pill users. Although these results do not
necessarily describe what the agents do in every situation, they do give some indicationof what issues
the agents feel are important when counseling pill clients. Their responses, as shown below, suggest
that the agents put most emphasis on how to use the pill and lesson
establishing a client’sneeds or informing her of the side effects and their management:

34 Whether the provider enquired about the client’ s preference was not asked.
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29 percent reported that they ask about the client’s reproductive intentions®
29 percent asked about breastfeeding status

57 percent said they instructed clients on how to use the pill

25 percent mentioned discussing possible side effects

19 percent mentioned how to manage the side effects.

OO OOO

It is helpful for agents to have FigureV.1  Proportion of agents who had 1EC
some |EC materids and other aids which Materials (n=199)
they can use during counsding. M ost
programmesprovide somematerialsto
their agents (see Figure V.1), athough FP Pamplets, brochures
none of the NCCS agents had IEC
materials at the time of the interview. The
FLPS programme agents were the best HIV/AIDS Baoklet
supplied, with over three-quarters of them Anatamizal Modegs
having charts and pamphlets, anatomical
models and other items.

FP Charts

FP Paszlers

VSC Booklels

STD Paskrs 13
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e) Technical com petence '
i) Training

All programmes use the national CBD training curriculum and provide formal pre-
servicetraining to new CBD agents, usually for about two weeks. In situations where a CBD
agent has|eft the programme, the replacement is normaly trained by the supervisor “onthe job” before
receiving formal training the next time it is held. The FPAK, MYWO, FLPS and the two NCC
programmes have annual refresher courses, while the MOH/GTZ and CHAK programmes have bi-
annual refresher courses; 79 percent of the agents had attended a refresher course since their basic
training.

AlthoughSTD/HIV preventionand management are part of the national CBD training
curriculum, 15 percent of the agents said that they had not received any formal training on
thesetopics. Whenasked whether theywere satisfied with their level of training, 40 per cent felt that
it wasinadequate for providing family planning. Of those who had been trained in STD/HIV,
one-half felt it was not adequate. For example, amost all agents stated that although they had been
trained in HIV/AIDS, gonorrhea and syphilis, the vast mgority had not been taught about chlamydia,
candida, trichomoniasis, or chancroid.

35 None of the FPAK agents and only five of the 40 MY WO agents mentioned doing this.
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i) Assessing medical history and use of a checklist

More thanthree quarters of the pill users served by a CBD agent said that their medical history
had been taken, dthough this is a dightly lower proportion than those receiving their method from a
dinic (84 - 98 percent). All CBD agents are expected to use a checklist for screening new pill clients,
yet almost one-quarter of the agentsdid not have a pill screening checklist with them on the
day of the interview; most of the agents not having a checklist, and not mentioning that they use one,
were from the CHAK and NCCS programmes. About two-thirds of the agents reported that they ask
new pill clients if they have missed their last period.

iii)  Knowledge of correct pill and condom use

All CBD agentswere asked afew questions on how the pill and condom should be used. Only
50-60 percent of agents knew what a client should do if she forgetsto take the pill for two or three
consecutive days. Although the proportion knowing the appropriate pill use for breastfeeding mothers
was high (87 percent), only 60 percent knew about the preconditions for a breastfeeding mother to use
the progestin-only pill.

The agents knowledge of possible side effects of the pill was adequate, in that approximately
haf could mentionthe major side effects (e.g. spotting, mild nausea, headaches, dizziness, weight gain),
athough only eight percent mentioned breast tenderness. When asked to state the kind of client they
should not provide the pill to, or provide with caution due to medical reasons, the agents provided a
range of answers, a number of them incorrect®®. When asked about contraindications for the pill, only
varicose veins (80 percent) and hypertension (71 percent) were mentioned by more than half of the
CBD agents.

Although dl CBD agents know how t0 Figurev.2  Proportion of 199 agents with

dISpOSE of a used Condom, full knOW|ajge of correct know'@ge of condom use
how to use the condom properly VS 010 O

(Figure V.2). In addition, the proportion of

CBD agents with knowledge about the Put on when erscl
appropriate use of contraception for clients
who are at high risk of STI/HIV infection

Nol use vasellne

was low. Only 44 percent of the agents said New for every sex aal
that a client using the pill and who appearsto Pull out when erect
be at high risk of infection should also use

Rell 1o base of penls
condoms.

Hende clean.shor nall 25
Use whh spermiclde
& 20 44 Bad BQ 100
PERACENT
___________________________________________________________________|

36 Examples include women who have had an abortion or miscarriage, women who have had a caesarian, and

women with severd sexud partners.
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Significant differences exist between the programmesinterms of their agents' knowledge of
pill and condom use, primary and secondary contraindications and side effects of the pill.
However, these differences varied from one item to another, that is, agents from programmes
performing well in one aspect often had an average or poor performance on another item. As the
training for dl programmesis based on the same national CBD curriculum, one would expect that any
deficienciesin CBD knowledge would be systematic across dl programmes, but thisvariability suggests
that the way the national training curriculum is adapted and taught is different for each
programme.

Anattemptwas made to calculatea FigureV.3  Composte scores for technical
composite score for the level of technical knowledge on pill and condom use
knowledge among the CBD agentsfor each by programme
programme. These scores were based on
the percentage of the programme’s agents
who had provided correct answers to each
question®’.  As Figure V.3 indicates, the
agents in the FLPS programme had the
highest scores for both pill and condom use,
while agents from the CHAK and
MOH/GTZ programmes scored lowest
overdl. There were not large differences
between the programmes, however, and the

Know Condom
anw PH

CHAKER SRS RN

overdl levds of the scores would seem to S EE

be rather disappointing. Consequently, o 20 a4 80 80 100

each programme should review their PERCENT

training activities in light of these I
findings and focus on srengthening

those agpectsin which their agents are weakest.

f) Ensuring continuity of use

Two indicators were used to measure the ability of the CBD agents to ensure that their clients
could continue to use family planning, whether they have contraceptive supplies and whether clients
were told when to return for resupply. On the day of the interview, most agents had supplies of
pillsand condoms, but very few had sper micides because of anational shortage at thetime. One
third of the agents reported that they had run out of supplies at some time in the previous 6 months,
athough there is some variation across programmes and by method. While 35-43 percent of agents
in the CHAK, FPAK, MYWO and NCCS programmes had a stock-out, only 11 percent of agents
in the FL PS programme and 25 percent inthe MOH/GTZ programme reported this problem. Stock-
outs were reported more frequently for combined pills (21 percent of agents) than for condoms (9

37 The score was obtained by adding up dl the correct responses mentioned by individual CBD agents and
caculating the average score for each programme.
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percent), jelly/foamtablets (8 percent) and Microlut pills (3 percent). For spermicides, the low stock
out rates reported reflects the fact that some agents had so rarely had any spermicides that they didn’t
consider it a method they normdly provide, and so this rate applies only to those who had some
suppliesin the past.

The vast majority of clients reported that they had been given a return visit date.
Whether these dates were adhered to, however, is not known. Interviews with programme staff
indicated that dl programmes, except the MOH/GTZ programme, has a mechanism for tracking
referrals made by agentsto clinics. Thisis done either by the agent’s supervisor visting or checking
with the clinic on those clients referred, or by using areferral form which the client takes to the clinic,
gets signed by the clinic staff after receiving the service, and then gives to the CBD agent. However,
it was not possible to assess how effectively these systems are used.

g)  Appropriateness and acceptability of services

All contraceptive method users were asked if they knew of any other source for their current
method, and if they did, why they chose notto useit. Only six percent of the current male and female
users who obtained their method from a clinic said that they knew of a CBD agent as another source
for their method. Lessthan ten percent of these female respondents who knew of a CBD agent said
that they didn’t use the agent because they didn’t like the person or because they thought they provided
poor quality services. For the male respondents, cost, the time CBD agent is available to serve clients
and lack of anonymity were three reasons (each mentioned by 10 percent of mae respondents) for not
using the CBD source.
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VI: CONCLUSIONSAND RECOMMENDATIONS
FOR STRENGTHENING CBD PROGRAMMES

Thisstudy hascollectedinformationon several different aspects of CBD programmesinKenya.
This information is directly relevant to the program managers and policy makers responsible for
implementing and coordinating the CBD programmes in Kenya, and to the donor and technical
assistance agencies supporting these efforts. Several of the implementing organizations have already
started to use the information (see section VI1) to identify their programmes strengths and weaknesses
and to guidether planning for the future. This section presents some recommendations drawn from the
data collected and that could be used when making decisions about future planning, funding and
technical assistancefor CBD programmesin Kenya, and probably also in other countriesin the region.

It should be emphasized that no one programme is strongest or weakest in dl elements, which
probably reflectsthe fact that al programmes have evolved over time and adjusted to the environments
in which they operate, the resources available and the organizational structures in whichthey operate.
Overall it can be concluded that:

C Agents from the church-based CHAK programme are known by the largest proportion of
community membersin their catchment areas and provide contraceptives to more community
members than the other programmes. All the urban-based programmes are weak in this
regard; amongst the rural-based programmes, the MOH/GTZ programme is the weakest.

C The urban-based NCCFP programme relies on full-time pad CBD agents who have the
highest output per CBD agent. Amongst the rural-based programmes with part-time agents,
FPAK providesitsagentswith moderate remunerationand hasthe highest output per agent and
isthe most cost-effective programme. The MOH/GTZ programme gives no remuneration and
few incentives and has the lowest productivity per agent, but its cost-effectiveness ratios are
not too dissimilar to the FPAK programme.

C Two rural-based programmes (CHAK, MY WO) and one urban-based programmes (FL PS)
are amongst the least cost-effective programmes.

C The small urban-based FL PS programme and the large rural-based FPAK programme have
the highest average scores for quality of care.

C A programme’ s cost-effectivenessisameasure of its output performance and effective use of

resources. FPAK is the most cost-effective model athough its cost ratios are not largely
different from those of the NCCS and NCCFP.
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Some specific recommendations are as follows:

a) Strengthening the role of CBD agents as providers of information and
services

CBD agents are known to only half the population in their catchment areas, and yet if people
know about them then they are much more likely to use them for obtaining information and services.
They are least effective in areas with low contraceptive rates. CBD agents are seen by community
members as acceptable sources of information about STIs and HIV/AIDS and other reproductive
health issues, and as potential sources of informationfor the youth. Most CBD agents focus mainly on
providing servicesto married womenwith children and to older men, and not on addressing the needs
of young unmarried people, and especially unmarried women without children.

C Greater publicity about the presence of a CBD agent and ther work in a community would
increase the number of people who use them for information and services.

C Agentslocatedin areas with low contraceptive prevalence rates should be givenextraattention
and support by the programme as it has proven harder for them to provide services in such
environments.

C CBD agents should be trained more thoroughly in other reproductive health issues and
encouraged to act as sources of information for other community members, especially the
youth.

C National and programme policy guidelines should spell out clearly the need to meet the
reproductive health needs of youth and especially of individuals and couples looking to delay
ther firgt birth.

C CBD programmes should train their agents in the implications of adolescents sexual behavior
and in the gender factors surrounding contraceptive use and sexua health.

C CBD programmes should have more males as agents, and also encourage their agentsto meet
with males directly, either individudly or through their wives. They should also be prepared to
talk more about vasectomy to couples looking to limit their family size.

b)  Recordkeeping and reporting

Although agents are expected to provide both family planning and other reproductive health
information and services, not dl agencies require thelr agents to keep records of al family planning
activities, very few record the non-family planning activities, and none record information-giving
activities. Thereisalso poor correspondence between the records kept by individual CBD agents and
those at the programme offices in some programmes.
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c)

Recordkeeping systems should be reviewed for the relevance of the data collected and a
uniformrecording and reporting systembe devel oped and adapted. Particular attention should
be paid to recording and reporting the many non-family planning activitieswhichCBD agents
undertake, including general information-giving on family planningand other reproductive headth
issues. Thisis particularly important in areas with low contraceptive prevalence and/or poor
utilization of other reproductive health services.

For family planning services provided, agreement should be reached on auniformdefinitionof
anew user. Itissuggested that it be anew “acceptor”, and a category of “continuing” user be
used for those who are new to the CBD agent.

Following discussions of the study findings with representatives from several CBD
organizations, the following performance and monitoring indicators should be considered as
standard to ensure that programmes can be evaluated and compared:

- volume of new FP clients by method and sex;

- volume of revisit/continuing clients by method and sex;

- volume of effective and non-effective FP referrals by method;

- volume of FP information / communication activitiesby type (e.g. individual/group),
and by number of people contacted;

- volume of non-FP (eg. MCH, PHC, STD/HIV, sexudity) information /
communication activities by type;

- volume of non-FP referrals for services by type.

Each programme should review its reporting procedures so that summary records kept at dl
levels are identical.

Formulate national guidelinesto systematize the referral of clientsby CBD agentsto clinicsand
to record and report on these activities.

Includereferral clients (for both FP and non-FP services) and CY P generated by FP referrals
as performance indicators.

Supervision

A strong supervisory systemwas shown to be a key determinant of the performance of CBD

agents. Agents' individual contact with their immediate supervisor is not only important for motivation,
but also helps the supervisor to monitor agents' contraceptive stock needs and to forecast required
quantities of contraceptives to avoid unnecessary contraceptive stock-outs. Consequently, ways in
which the existing supervisory systems can be strengthened and maintained need to be addressed.
Some suggestions are:
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C have full-time field-based staff as the immediate supervisor for CBD agents;,

C ensure and maintain amonthly supervisory schedule with fixed dates for individua meetings with
agents;

C develop and implement a supervisory checklist to guide supervisors,

C encourage notes to be kept of the supervisory visit by both the supervisor and the agent for

monitoring future activities.

d) I mproving programme cost-effectiveness

Agent remuneration on its own does not necessarily make a programme more or less cost-
effective, and it does not strongly influence agent performance, but it does improve job satisfaction.
Most programmesappear to be able to achieve Smilar cost-effectivenessratios. Thosewith the highest
ratios have the lowest proportion of their budgets allocated (theoretically at least) to contraceptives,
suggesting that they have the capacity to expand the volume of services delivered without significantly
increasing the infrastructure needed to do so.

C The two programmes whichdo not currently remunerate their agents (MOH/GTZ and NCCYS)
should consider introducing a moderate level of remuneration as this may increase agent
satisfaction and possibly reduce the likelihood of agents dropping out early.

C The two programmes with the highest cost-effectiveness ratios (MY WO and FLPS) should
look for ways to increase the volume of service provided within their existing structures.

e) I mproving service quality

Clients appear to be satisfied with the service received, although the quality of care provided
varied across programmes due to differences in agent knowledge and practices. Some actions could
be taken to improve the quality provided.

C Spermicide supplies should be better maintained and agents should continuoudly have supplies
of both low-dose combined and progestin-only pills.

C Basic and refresher training on family planning should reinforce the need to informclients about
possible side effects and their management.

C Supervisors must ensure that agents keep the pill screening checklist with themat al timesand
use it with every new client.
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C The nationa training curriculum and the training departments of the CBD programmes must
strengthen their coverage of other health issues, especialy the signs and symptoms of
RTIS/STIs, correct breastfeeding and management of diarrhoea and malaria. The importance
of discussing family planning and other reproductive health issues in the context of human
sexudity should be emphasized during training, and agents given suggestions and support in
how best to do this.

In conclusion:

A cost-effective CBD programme in Kenya s one that has.

< promotional strategies to ensure that its agents and ther services are widely known in their
catchment aress,

< asupervisory system that reaches agents monthly and focuses on the qudlity of service they
provide;

< high quality basic training with frequent refresher courses that reinforce existing skills and
occasionally introduce new skills;

< specific motivational strategiesin place in the low CPR areas of coverage;

< provides a moderate remuneration and varied non-financia incentives to its part-time agents
to maintain their commitment.
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VII: DISSEMINATION AND UTILIZATION
OF STUDY RESULTS

The study results were formally presented to an audience of programme managers, policy
makers, donors and technical assistance organizations at a national dissemination seminar in March
1996. Subsequently, several of the managers requested that the data be disaggregated for their specific
programmes so that they could learn more about their strengths and weaknesses and discuss the
findings with their colleagues. This was done, and individua workshops have been held to date with
FPAK, CHAK, the NCC Slum Project and the NCCFP Project:

Theseworkshops were attended by the programme directors, CBD programme managersand
supervisors from both the headquarters and local levels for each programme. The findings for each
programme were presented to the participants by some of the programme staff in collaboration with
the study’s Principal Investigator. The results were presented under four broad headings:

C The role of CBD agents as family planning, reproductive health and MCH/PHC service

providers,
C Programme outputs, record keeping and reporting and supervision
C Costs, cost-€ffectiveness and sustainability

C Qudlity of care provided.

At each workshop the participants divided into small groups and were given the task of
identifying and commenting on the possible reasons for each of the study’s major findings for that
particular programme. In addition, they were requested to make policy and programmatic
recommendations that would improve the programme’s performance on the observed weaknesses.
Further, the groups were required to identify the person/persons responsible for implementing each
recommendation, and the time frame in which this would be done.

The study has also attracted attention internationdly as the wide range of programmes and
experiences in Kenya provide awealth of information for those in other countriesand in other regions
seeking to strengthen existing or introduce new CBD programmes. This report is being distributed
widdly within Africaand beyond, and the possibility of publishing the resultsin relevant journals is being
explored.
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APPENDIX |: Descriptionsof CBD Programmes
a) The Family Planning Association of Kenya (FPAK) Programme

The FPAK isthe oldest NGO providing family planning services in Kenya, formed in 1957.
In addition to providing family planning services at its clinics, FPAK was given primary responsibility
for providing FP information and education by the Government following the launch of the national
family planning programme in 1967. 1n 1982, FPAK added CBD agentstoitsgroup of family planning
field educators. By 1994, FPAK had the largest geographical coverage of any CBD programme, but
only the third largest number of CBD agents. with over 700 active CBD agents, FPAK covered seven
of the eight administrative provinces® in Kenya, 18 districts®® and 40 divisons. The agents are
identified initidly by community leaders and interviewed by a panel of FPAK staff and community
leaders, but they are supervised solely by FPAK staff. The agents are provided with a uniform and a
monthly allowance of Ksh. 500. The agents refer their clients to an FPAK clinic (static or mobile) if
oneislocated localy; if not, they refer to the nearest clinic providing family planning services.

b) The Maendeleo Ya Wanawake Organization (MYWO) Programme

MYWO, an organization with a mandate to improve the socioeconomic status of women in
Kenyawas started in 1952. The organization operates through women groups at the community leve,
and has elected officials at both the grassroots and national levels. These are elected to office by the
members of the organization, who are dl women. Withthe goal of providing servicesto women groups
in rural areas, the MYWO CBD programme was initially started as a Maternal Child Health and FP
(MCH/FP) motivation pilot project in April 1979 (Lewiset al, 1992). In 1983, the FP Motivators
were trained to provide non-clinical methods, thereby launching afull CBD programme. By 1994, the
MYWO CBD programme had the second highest geographical coverage and the second largest
number of CBD agents.  With 1,239 active CBD agents selected mainly through the women groups
in various parts of the country, the programme covered five provinces, 12 districts* and 32 divisions.
Since MYWO has no clinics of its own, the organization's CBD agents refer clients requiring other
services to the nearest clinic. The agents get their contraceptive supplies and are supervised directly
fromthe organization’ sofficesat the divisiona level. Theagentsare provided with amonthly allowance
of Ksh 400.

38 FPAK is the only rurd based mode that has a site in the urban area.  Surprisingly, its Kibera/Kasarani site
in Nairobi, which had 30 CBD agents in 1994, was not the best either in total volume of clients served and
contraceptives distributed, or in output per CBD. FPAK sites which had the same or fewer number of CBD
agents and are located in the rural areas had higher output than this site.

39 The districts covered are: Nairobi, Kiambu, Kirinyaga, Nyeri, Embu, Machakos, Meru, Nandi, Kericho, Taita-
Taveta, Kilifi, Kwale, Mombasa, Vihiga, Busia, Saya, Nyamiraand Kisi

40 The digtricts covered in 1994 were: Kirinyaga, Meringue, Embu, Machakos, Kakamega, Vihiga, Bungoma,
Siaya, Nandi, Kitui, Homa-Bay and Migori .
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C) The Christian Health Association of Kenya (CHAK) Programme

CHAK isanumbrela associationwith responsibility for managing hedlth facilitiesowned by 29
Protestant denomination organizations. These facilities provide about 20 percent of all health care
servicesinthe country. By 1994, 21 of CHAK's tatic clinics were offering family planning services.
The organization's CBD programme was established in 1989 and by 1994 was located in nine sites
linked directly with nine of the CHAK clinics. The programme covered 5 provinces, 9 districts* and
20 divisions. The CBD agentswork part-time and are recruited through the churches in the catchment
areas. They are provided with asmal monthly allowance of about K sh 100 whichis givenafter about
four months. However, since the member clinics are not owned by CHAK, each can make its own
decision about paying CBD agents, and some do not pay anything at all.

d) TheMinigry of Health/GTZ (MOH/GTZ) Programme

The Ministry of Hedlth, charged with the responsbility of providing health servicesincluding
family planning services nationwide, did not start a CBD programme until 1991. The programme’s
CBD agents are identified by their communities through the help of local community leaders, and are
linked directly with the local MOH dinic for both supervision and logigic support. Although the
programme had the highest number of active CBD agents (4,158) in 1994, the programme covered
only two provinces, six districts*? and about 538 sub-locations, being linked with 110 MOH clinics.
This reflects a sgnificantly different approach to CBD than that taken by the other rural-based
programmes. In 1994, the FPAK model had one CBD agent cover asub-location®, and the MY WO
and CHAK programmes had approximately three to five CBD agents per sub-location, whereas the
MOH/GTZ programme’ starget of one CBD agent per 40 households gives the highest concentration
of agentsin a sub-location.

41 The districts covered were: Bungoma, Kericho, Kiambu, Nyambene (in former Meru), Nyeri, Kakamega and
three new districts which formerly comprised the South Nyanza districts (Migori, Kuria and Homa-Bay).

42 MOH/GTZ covered Nyamira, Homa-Bay, Migori, Kakamega, Vihiga, and Kuria
43 With effect from late 1994, FPAK has st on a policy of increasing the number of CBD agents per sub-
location
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e) The Family Life Promotion and Services (FLPS) Project

The FLPS Project is the smallest of all the organizations implementing CBD programmes
included in the study. The organization was started in 1988 in Nairobi and with the objective of
providing family planning and reproductive health services through CBD and static clinic approaches.
By 1994, FL PS had 73 agentslocated intwo urbansites, Nairobi (53 agents), and Kisumu Town (20
agents, started in late 1993). The CBD agents in these sites are linked to an FLPS datic clinic for
supervision and logistics. In addition, they refer their clients for clinical methods and STD screening
and treatment to these and other clinics. The focus of the FL PS programme isworkersin the informal
sector, mainly those working in market centers and commercial sex workers. It also covers housing
estates surrounding the markets. In Nairobi, coverage extends across three Divisions (Central,
Makadara, Pumwani). The agents receive a monthly allowance of between Ksh.450 and K sh.600.
To recruit new agents, the organization advertises through the local administration and the candidates
go through an interview to be selected.

f) The Nairobi City Council (NCC) Projects

The NCC is responsible for providing health, education and social servicesto the city. Of the
two CBD projects implemented by the NCC, the NCC Family Planning (NCCFP) Project was the
first to be developed. Started in 1987, by 1994 the NCCFP project had 44 full-time, employed CBD
agents (earning about K sh. 2020 per month) attached to 24 NCC clinicswhichcover dl eight Divisons
inthe city. The NCCFP CBD agents serve the communities surrounding the clinics, but aso have a
special focus onfactories. These agents get their contraceptive supplies and are supervised from these
clinics.

The NCC Slum (NCCS) Project was started in 1989 and had 257 part-time, unpaid agents
based in seven dum areas by 1994. The agents are also attached to the NCC clinics for supply of
contraceptives, but not supervision; they are supervised from the Slum Project headquarters. These
CBD agents, who are recruited through local communities and their leaders, are assigned to specific
villages within the dum aress, dthough there is overlap in some areas with coverage by the NCCFP
agents.
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APPENDIX II: Calculating programme costs and sensitivity analysis

a)

Capital costs

Capita costs describe those items in a programme which are purchased once only and have

an expected useful life of more than one year. For this study they were categorized as. -

S e

furniture (e.g. tables, chairs, cupboards, filing cabinets)

equipment (e.g. computers, photocopiers, typewriters, calculators, TVS & videos)
vehicles (e.g. cars, motorcycles & hicycles)

buildings or office space

training of CBD personnel.

Because capital costs have anexpected useful life of more than one year, it was necessary to

caculate the proportion of the actua cost for an item that could be alocated to its use in 1994, this
processisknown as annudizing the cost. Two procedures were used to calcul ate the annualized costs
for 1994:

C

the Sraight Line Depreciation (SLD) formula assumes that an item is used equally over its
total expected useful life, and so an item’s annualized cost is its actual purchase price divided
by years of expected useful life;

the Double Declining Balance (DDB) formula assumes that an item is used at a higher rate
during the initial years of its expected useful life and that its use declines over time. Thisis a
complex calculatior* and so the Lotus 1-2-3 DDB computer programme was used.

These capita cost items were assigned different durations for their expected useful life®:

dl furniture items were estimated to have an expected useful life of 10 years, except filing
cabinets which were assigned five years,

al vehicles were estimated to have a useful life of seven years, motorcyclesfive years, and
bicycles three years,

al office equipment, including computers, were assigned a useful life of three years,
the basic training for CBD personnel isa one-time activity, but refresher courses are mounted

occasionally by most programmes, and so these have been added to the basic training costs
to give atota value for the training category. For costing purposes, the skills acquired during

The formula includes the actud purchase price of the item, its expected useful life, its "sdvage' vdue at
the end of its useful life (assumed to be zero), and the number of years that the item has been used.

Certain capitd cost items may have actudly "lived" beyond their expected useful life; for these situations
the expected useful lifeis used rather than the actual duration of use.
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al thesetraining sessions are assumed to be used up during the overal life of the project, and
therefore al training activities have been treated as capital cost inputs. Training costs are
probably the most difficult capital cost category to estimate accurately, given that the amount
of training provided (and thus the costs incurred) is related to the expected age of the CBD
programme. The oldest CBD programme (FPAK) has been in existence for more than 15
years, and many of the origina CBD agents are dill working, an so it was proposed that for this
analysis the expected useful life for dl training activities could be up to 15 years. Given that
there will be an attrition of trained agents over time and that most training occurs at the
beginning of a CBD programme, the assumptions of the DDB formula would seemto be more
appropriate for this cost category.

b) Recurrent costs

Recurrent cost items comprise of those items whichare purchased regularly asthey have useful
life of lessthan oneyear. For this study the categoriesinclude: -

materials (e.g. stationery and IEC and counseling materials)

personnel (e.g. programme managers, supervisors, CBD agents, and support staff)
utilities (e.g., water, electricity, postage and telephone)

fuel and transport costs (e.g., vehicle running and maintenance costs)
contraceptive supplies.

S e

Because recurrent costs are “consumed”, usudly within one year of their purchase, and so need
to be purchased regularly, their value will vary annualy depending on the volume of items consumed
during the year. For this analysis, the actual volumes of recurrent items consumed in 1994 were
obtained from each organization and were then valued at 1994 prices, where 1994 prices were
unavailable, a factor of 0.712 (based on the official inflation rate) was used to deflate 1995 prices to
1994 prices. In costing each of the categories given above, only the appropriate proportion of each
itemallocable to the CBD programme was included (i.e. the joint cost); this proportionwas calculated
through interviews with knowledgeable staff from each organization. For contraceptive commodities,
the theoretical purchase price for the CBD programmes was calculated using the actual cost of the
commoditiesto the donor organization. The pricefor pillsand condoms was cal culated using the price
which USAID pays, asit isthe major supplier of these commoditiesin Kenya, whereas for spermicide
creams and jellies the |PPF price was used as this organization is the major supplier.

) Senditivity analysis

The assumptions given above were varied dightly to test the sensitivity of the results to any
possible inaccuracies in making the assumptions. The most difficult assumption was regarding the
expected useful life of CBD training, and so three different project life spans of 10, 15 and 20 years
have been used. Both the DDB and SLD formulas for capital cost annualization have also been
considered. Thus five further estimates were calculated and are shown in the table overleaf.
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Programme CHAK MOH/GTZ FPAK MYWO FLPS NCCS NCCFP
Total costs 11,526,656 33,490,062 33,779,481 39,957,124 3,342,602 9,005,204 6,224,171
Sensitivity analyses:
(aa) 11,527,141 33,569,507 33,470,196 38,916,670 3,340,045 9,008,510 6,209,737
(ca) 11,517,982 33,419,322 33,835,039 40,098,564 3,340,495 9,000,460 6,221,834
(ab) 11,558,833 32,838,499 33,672,610 39,459,169 3,424,462 8,954,073 6,223,869
(bb) 11,558,349 32,759,054 33,981,895 40,499,623 3,427,019 8,950,767 6,238,303
(cb) 11,549,674 32,688,314 34,037,452 40,641,063 3,424,911 8,946,023 6,235,966

This estimates are based onthe following considerations. Estimatesaa and ca represent costs

computed using the DDB procedure for the capital costs, with 10 and 20 years respectively of
expected useful life for the training costs (optionba representsusing the DDB procedureand a15-year
project life for training, i.e the estimates givenin sectionlV). Estimatesab, bb and cb represent costs
calculated usng the SLD procedure for capital costs and 10, 15, and 20 years respectively of
programme life for the training costs.

This sensitivity analysis shows that these aternative costing assumptions do not result in

sgnificant differences in the total programme costs, suggesting that the origina assumptions used are
quite robust. Theanalysisalso suggeststhat variation in programme ages on the annualization of training
costsisnota problematic issue, except possibly for the MOH/GTZ programme for whichCBD training
isamajor proportion of the budget and so variations will have a larger impact.
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